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   Foreword   

 Improving the outcome for patients in our sophisticated healthcare systems is not 
straightforward. Many health service research studies have negative results on the 
patient level, and those who have positive results often cannot be implemented on a 
large scale. This is specifi cally true for comorbid complex patients. 

 An explosion of medical knowledge has led to a dramatic expansion of separate 
domains of knowledge and competencies, but many of these do not understand or 
communicate with each other. This has resulted in the fragmented care for patients 
with both medical and behavioral health complexity. And yet we know that out-
comes for patients with complex health needs are related to the level of integration 
achieved with the care provided. 

 There are several ways to increase integration within healthcare systems. Most 
are implemented at the organizational level. However, successful programs typi-
cally have similar conceptualizations of triage, the approach to collaboration of 
care, and the roles that various healthcare contributors make. This is true at both the 
system and the care delivery level. 

 Regardless of what is done at the system level, quality of care starts with the rela-
tion between the patient and the healthcare professional. Crucial in such a profes-
sional relationship is communicating about needs and goals. This is the common 
ground for every complex treatment plan and outcome-changing follow-up care. At 
the center are the goals that matter to the patient, but these must coincide with goals 
inherently developed by healthcare professionals. 

 The beauty of the Integrated Complex Case Management (ICM) concept is that 
it uses the Integrated Case Management-Complexity Assessment Grid (ICM-CAG) 
as a fundamentally versatile tool to improve and standardize the core process of 
communication between patients and their physicians, whether they are part of a 
hospital team, a primary care clinic-based team, or a network of health professionals 
and treatment facilities involved in the patient’s care. 

 Patient-centered collaboration is what we are all trying to achieve. Unfortunately, 
from more than 30 years of clinical experience and research, it is far from easy to 
make patient-centered collaboration work in real life. The vast amount of informa-
tion about concepts and evidence related to this topic expressed in this book, 
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 combined with the authors’ personal experiences as clinicians, researchers, teach-
ers, and consultants in healthcare innovation, could have saved me 10 years of strug-
gling had I read it 30 years ago. 

 I am confi dent that many leading physicians who are struggling to better orga-
nize the delivery of care for the health system’s most vulnerable and diffi cult patients 
in pediatric or adult practice will benefi t immediately through the clear guidance, 
from theory to practice, described in the  Physician’s Guide: Understanding and 
Working with Integrated Case Managers .  

   Groningen ,  The Netherlands       Joris     P.  J.     Slaets   
 Department of Medicine 

 University Medical Center Groningen     

Foreword
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  Pref ace   

 It is well established that healthcare spending in the United States is unsustainable. 
In the United States, we spend over 17 % of gross domestic product on healthcare, 
and many states are struggling to maintain adequate revenue for vital services such 
as public education due to encroaching healthcare spending. We also are well aware 
that the quality of the healthcare provided for these exorbitant costs is lacking. The 
United States ranks 27th in life expectancy among the 34 OECD countries, and 
health outcomes are particularly poor for minority populations and those with social 
disadvantage. 

 There have been many efforts to address issues related to the high cost and poor 
quality of the US healthcare system. Targeted interventions, such as use of generic 
medications, and preventive measures, like vaccines, have demonstrated cost sav-
ings while maintaining or improving quality. The emerging role of technology in 
healthcare holds promise for improvements in health with reductions in cost. Perhaps 
one of the most robust health system changes that may address the cost/quality 
chasm is aligning payment and clinical delivery systems while holding these sys-
tems accountable for health measures across the population. Such Accountable Care 
Organizations, or ACOs, may shift the focus of healthcare toward lower cost popu-
lation-based interventions, as opposed to procedures and treatments that increase 
revenue for the medical system but offer little in terms of health improvement. 

 Those who are responsible for paying for healthcare recognize that individuals 
with a high burden of medical and psychiatric disease tend to engage with the medi-
cal system in a cost-ineffective manner. Adding in vulnerabilities such as poverty, 
homelessness, and limited education contributes to even higher medical spending 
and often related poor health. Our current healthcare system imposes signifi cant 
complexities and barriers, such as limitations in health insurance coverage and 
logistical challenges in accessing needed treatments. Further, socially disadvan-
taged individuals with combined medical and psychiatric disease are often the ones 
who struggle the most to navigate such a complicated health system. To lower 
healthcare spending through improved health, there must be a comprehensive 
approach to addressing the needs of this vulnerable population. 



viii

 Integrated case management (ICM) was developed by the INTERMED group in 
Europe and has been adapted for use within the US medical and payment systems. 
ICM provides a systematic method for identifying and addressing the needs of 
patients in multiple domains: biological, psychological, social, and health system 
related. Through ICM, case managers are educated to conduct comprehensive assess-
ments with a combined focus on fact gathering and relationship building with patients. 

 Following this initial evaluation, the ICM tools facilitate the categorization 
and scoring of multi-domain vulnerabilities. From this distillation of the patient’s 
biopsychosocial and health system profi le, patient-centered and healthcare 
system- related goals are identifi ed, and actions required to achieve these out-
comes are described. Progress is monitored as case managers work with patients 
and clinicians to complete action items and achieve stated goals. ICM has the 
benefi ts of being easily interpreted and understood by practitioners and patients 
alike, providing use in both clinical and payment settings, and being available for 
adult and pediatric populations. 

 In this era of focus on population health outcomes and healthcare costs, physi-
cian leadership is vital. Physicians need to make clinical decisions that apply 
directly not only to the medical care they are providing but also to the upstream 
environmental and social factors affecting the health of the population they serve. 
Physicians must recognize that they are unable to tackle both of these initiatives 
without the support of other clinical and non-clinical staff, and physicians need to 
build health systems that embrace these concepts of interdisciplinary teamwork. 
Finally, physicians are in a prime position within the healthcare system and their 
broader communities to build relationships across agencies that support prevention 
and a path toward health. 

 This book was written to help physicians understand the importance of address-
ing the needs of patients who present with combined poor health and high healthcare- 
related costs, as well as the nature of working with others within and outside of the 
medical fi eld to improve outcomes. The nuts and bolts of ICM will be described, as 
well as the concrete issues to consider when implementing an ICM program into a 
clinical and/or payment system. The rationale for how ICM contributes to value 
enhancement and methods for demonstrating its success are introduced. Ultimately, 
this book provides a guide to increasing the effectiveness of physicians working 
with case managers, both as leaders and as partners in clinical care. 

 As such, this book may be used to learn about concrete aspects that assist and 
support professionals delivering integrated case management and to imagine and 
foster the development of a healthcare system that works. A healthcare system 
where actions and outcomes are aligned to improve healthcare quality and the mul-
tiple areas that contribute to poor outcomes—both within and outside the healthcare 
system walls—are addressed in a proactive and comprehensive manner. In such a 
system, patients may become healthier with improved satisfaction in their medical 
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care, thus reducing their need for costly interventions and lowering overall health-
care use. By realizing these individual changes person by person throughout a 
 population, we may seamlessly correct our current unsustainable trajectory through 
substantial reductions in cost with simultaneous improvements in health.  

  Burnsville, MN     Roger     G.     Kathol, M.D.     
 Durham, NC     Katherine     Hobbs     Knutson, M.D., M.P.H.      
 Edina, MN     Peter     J.     Dehnel, M.D.      

Preface
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    Chapter 1   
 Patient Health Care Assist and Support 
Services, Integrated Case Management, 
and Complexity Assessment Grids                     

 “Remember teamwork begins by building trust. And the only 
way to do that is to overcome our need for invulnerability.” 

 —Patrick Lencioni 
  The Five Dysfunctions of a Team: A Leadership Fable  

             Chapter Objectives 

•      To review health system changes that led to the development of specialty case 
management.   

•    To visit the life of a complex patient and the challenge for his treating 
practitioners.   

•    To describe the place of case management in the patient health care assist and 
support services continuum.   

•    To differentiate low, medium, high, and integrated high intensity assist and sup-
port services.   

•    To introduce integrated case management-complexity assessment grid (ICM- 
CAG) technology.   

•    To discuss integrated complex case management’s potential contribution to the 
Triple Aim.      

 The practice of medicine is much more complicated than in the day of the “old 
fashioned” house call. Providing respectful patient-centered care remains at the 
heart of clinician assessments and treatments. However, with the introduction of the 
 Patient Protection and Affordable Care Act (ACA)   [ 1 ], there is now also an expecta-
tion that physicians and other treating clinicians, e.g., clinical nurse specialists, phy-
sician assistants, non-physician behavioral health (BH) professionals, will optimize 
clinical outcomes and reduce costs in the populations of patients for whom they and 
their group are responsible. Thus, the face-to-face encounter is only one of several 
components of an increasingly complicated care delivery process. In addition to 
completing a patient evaluation and providing appropriate treatment, physicians are 
being asked to improve their communication and collaboration with others involved 
in the patient’s care, to use health resources effi ciently, and to do so in a way that 
maximizes and documents long-term clinical and functional improvement for the 
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population as a whole, not just the individual patient [ 2 ,  3 ]. In the USA, often these 
goals are carried out through integrated clinician and health administrative net-
works, called  Accountable Care Organizations (ACOs).   

 For 85 % of patients, delivering effi cient, effective, and fi scally responsible care 
is not a problem. These individuals are mainly healthy and/or have acute or chronic 
illnesses that are responsive to treatment. They usually have good outcomes even 
when serious and costly disease is present. Appropriate clinical assessment and 
adherence to physician recommendations is all that is required. In this large segment 
of the population, perhaps the biggest challenge is to help patients stabilize and 
maintain their health by encouraging healthy behaviors. Prevention is a signifi cant 
factor in long-term health stability, i.e., maximal control of existing conditions and 
prevention of new conditions or illness complications, and cost containment. 

 However, the 15 % of patients that use up to 80 % of health care resources [ 4 ,  5 ], 
many of whom are disabled, create the greatest challenge for physicians wishing to 
achieve the Triple Aim, i.e., improved care, improved outcomes, and lowered 
health-related cost [ 6 ]. While the Triple Aim is achieved on a patient-by-patient 
basis, associated population-based outcomes have gained in importance. Thus, as a 
greater proportion of complicated patients in this high-cost subset are effi ciently 
and effectively treated, more value is brought to an “accountable” health system. 

 Most of the patients falling into this small group of high-need, high-cost patients 
have multimorbid medical and/or BH, which includes both mental health and sub-
stance use, disorders. These patients are confronted by a health system designed to 
cater to the uncomplicated 85 %. For instance, currently, most treating clinicians are 
paid on the basis of  relative value units (RVUs)  , as part of fee-for-service contracts 
[ 7 – 10 ]. In this arrangement, as more patients are seen by a practitioner in a desig-
nated time period, the clinician and the clinic system are rewarded for higher pro-
ductivity with increased total payment. 

 This simple component of the delivery system demonstrates a disconnect between 
the most common clinical payment procedure and the clinical needs of complicated 
high-cost patients. RVU-based care encourages less, not more, intensive physician 
involvement since a short duration of time with a patient is a marker for productivity. 
This has numerous consequences in both the practice of medicine and the ability of 
these patients to receive the care required  to   stabilize and maintain health.

•    First, RVU-based,  time-limited  appointments compromise the ability to effec-
tively assess and address problems in patients with complicated health needs. 
Case complexity billing adjustments do little to change this since often they do 
not alter physician compensation suffi ciently to justify the signifi cant amount of 
time required to understand and address patients’ complex needs.  

•   Second, outcomes for such patients necessarily suffer when inadequate time pre-
cludes outcome-changing assessment and intervention. Thus, numerous ineffec-
tive outpatient appointments, which do not stabilize the patient, frequently result 
in inappropriate emergency room use, high numbers of tests and procedures, and 
more frequent, often preventable, inpatient admissions and readmissions.  

1 Patient Health Care Assist and Support Services, Integrated Case Management…
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•   Third, and logically, clinicians and clinic systems take pains to avoid inclusion 
of these complicated patients in their population of accountability since they 
exceed RVU-based time constraints. These patients are associated with lower 
reimbursement for services delivered, persistent illness, a greater number of 
clinical encounters, and excessive cost. Further, their poor outcomes refl ect 
badly on the physicians and network providing care.  

•   Fourth, payment for non-physician services is often minimal, if not absent, lead-
ing to physician care that is seriously under-supported by additional clinic-based 
resources, such as case managers.  

•   Finally, complicated patients are often shuttled from clinician to clinician even in the 
same clinic, such as resident physician clinics and rotating practitioner public pro-
gram clinics. Since no single physician gains a full appreciation of the patient’s 
many problems, patients receive acute problem-focused rather than comprehensive 
care. Such care delivery is associated with occasional focal positive clinical out-
comes, but total health stabilization is not part of the physician–patient equation.    

 So far, the discussion has described delivery of clinical health services from the 
practitioner and health system perspective, i.e., factors that infl uence the ability to 
make the right diagnosis and provide the right treatment. What do patients falling 
into the 15 % with complicated health needs face when trying to get outcome- 
changing health care? This question can be addressed in many ways, but the most 
important has  nothing  to do with the physician specialty, the tests that are per-
formed, the diagnoses that are made, or the treatments recommended. From the 
patient’s perspective, the more pressing concerns are which providers they are 
allowed to see, where they can see them, and how they will pay for the care. These 
and other  “nonclinical” barriers   to improvement, such as no insurance coverage, 
limited transportation to appointments, poor coordination of care among their phy-
sicians, an unstable living situation, meager family support, and insuffi cient money 
to buy medications, are as, if not more, important than having a practitioner who 
makes a correct clinical diagnosis and prescribes an outcome changing treatment. 

 Physicians, nurses, and other clinicians in inpatient and outpatient settings are 
tasked with treating patients’ illnesses, whether the health issues are medical or 
behavioral. If the correct diagnosis is made, then treatments most likely to reverse 
illness outcomes and complications can be delivered. To date, physicians and BH 
professionals, almost to a fault, target biomedical or psychological intervention as 
their primary, if not only, charge, often neglecting or overlooking nonclinical factors 
for which they do not see themselves as accountable. This predictably leads to poor 
clinical outcomes for the complex 15 % with nonclinical barriers to improvement 
that impede the success of appropriate and effective treatment recommendations. 

  Patient health    care     assist and support personnel are a burgeoning group of indi-
viduals with suffi cient education, background, and/or specifi c training to help achieve 
desired health-related outcomes. They are tasked with aiding patients/clients, and 
especially those with health complexity, initiate and/or follow through on health 
improving activities  [ 11 ]. An assortment of terms is currently in use to describe this 

1 Patient Health Care Assist and Support Services, Integrated Case Management,…
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broad collection of personnel, a number of which can be found in Table  1.1 . In fact, 
the terms are commonly used interchangeably yet describe a wide range of assist and 
support functions that, by their nature, will have variable impact on the individuals 
they assist. This creates confusion about what assist and support personnel do, what 
credentials are required for them to do it, which type of assist and support programs 
require more highly trained personnel to attain health and cost objectives, and what 
outcomes can be expected from the services provided.

   Often assist and support personnel are health professionals, such as nurses or 
social workers, assigned to work with patients having one or more illness and/or a 
complicated health and social picture that makes it diffi cult to achieve health stabil-
ity. They can also include individuals with limited training in medical fi elds and/or 
those who only have personal experience related to certain health conditions, i.e., 
peer support personnel. Unlike treating practitioners,  assist and support personnel 
do not diagnose or treat illness . Rather, to varying degrees, they foster healthy 
behaviors through patient education; advocate for and assist patients in overcoming 
clinical and nonclinical barriers to improvement, including adhering to their  clini-
cians’   treatment recommendations; and follow patients, measuring and document-
ing outcomes in collaboration with the patients’ physicians to assure that goals 
related to health are being achieved. 

 Perhaps the place where assist and support personnel differ most from treating 
practitioners, however, is that many do not limit themselves to the patient’s clinical 
diagnoses and treatments, i.e., the “clinical” barriers to improvement. Several, such 
as will be seen later in discussion of integrated complex case managers [ 12 ], also 
assist patients with psychosocial and health system barriers. In a true sense, assist 
and support personnel are accountable for helping to change components of a per-
son’s life that reduce the likelihood that he/she will get better even when effective 
and appropriate treatment is being given. Physicians typically do not have time to 
include these extended health-enhancing activities in their already busy schedules, 
particularly in a fee-for-service payment environment. 

 The purpose of this  Physician’s Guide  is to assist treating clinicians and  physician 
overseers of assistance and support programs develop suffi cient understanding of 
the assist and support process, especially the subcategory called integrated  complex  
case  management   (ICM, technically I C CM), so they can most effectively utilize the 

     Table 1.1    Some common terms used for patient health care assist and 
support personnel         

 • Lay and professional health coaches 
 • Lay and professional patient navigators/assisters 
 • Lay and professional care and case coordinators 
 • Lay and professional care managers 
 • Lay and professional case managers 
 • Peer support personnel 
 • Disability and workers’ compensation managers 
 • Lay and professional patient advocates 
 • Lay and professional discharge managers/transitions of care specialists 

1 Patient Health Care Assist and Support Services, Integrated Case Management…
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skills of a new type of trained  helper  personnel, ICM managers, in achieving better 
clinical,    functional, and cost outcomes for their patients. ICM systematically 
addresses multi-domain (biological, psychological, social, and health system) barri-
ers to improvement in the most complex subset of patients and, as such, it represents 
a powerful aid to comprehensive care [ 12 ]. 

    Complex Case Example: Bob 

 Bob  will   be the fi rst in a series of complex patients whose clinical presentations will 
be summarized and then developed in this and following chapters. As you will see, 
health complexity, when conceptualized from the ICM multi-domain framework, 
creates challenges for treating practitioners. These challenges emanate from a vari-
ety of factors, only some of which relate to the physical or BH conditions experi-
enced by patients. Not infrequently, however, the way that clinical services are 
delivered in the health system, the patient’s social situation, fi nancial issues, or even 
coping mechanisms (all involved in Bob’s case) contribute to poor health outcomes. 
These nonclinical  barriers   to improvement are not typically considered areas of 
accountability by clinicians. 

  Bob, age 19, was one of the most expensive patients in his state public assistance 
program. He had been hospitalized over 20 times since age 14 for ingestions, inser-
tions, lacerations, and injections of many articles and substances. On the latest 
admission, which was several months before, he had presented to the emergency 
room with a high fever, rigors, an unstable blood pressure, and a reddening knee. On 
admission, Bob said that he did not know what was causing the sudden deterioration 
in his health but that he felt terrible. The emergency paramedics transported him to 
a quaternary medical center since his current situation appeared more serious than 
those for which he had been treated by his rural hospital many times before.  

  Initially, Bob required treatment in the intensive care unit and he nearly died. He 
was treated for Gram-negative sepsis complicated by growth of a number of other 
“enteric” pathogens. In addition, he grew a strep species from his knee. It took weeks 
to stabilize his condition and the etiology was never uncovered. He steadfastly denied 
doing anything to himself and had no evidence of a compromised immune system. 
Whenever he was discharged to outpatient care, Bob was back in the emergency 
room within a day or two with a new fever or new area of induration. It was consid-
ered safer to keep him in the hospital where his behavior could be monitored.  

  Bob was well known to his regional medical system. Not only had he had similar 
“mysterious” medical presentations that led to the most recent hospitalization, he 
also had ingested a number of objects, such as batteries, broken glass, and pieces of 
ball point pins. On two occasions, it was necessary to remove items from his blad-
der, once a safety pin and once several pellet gun pellets.  

  Years previously, Bob had been seen by a psychiatrist during one of the hospital-
izations for his factitious insertions (paper clip deep in urethra) and was diagnosed 
as having factitious and borderline personality disorders with antisocial traits. 

Complex Case Example: Bob
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After this initial evaluation, Bob refused to see mental health specialists. To him, his 
problems were “physical.” He didn’t need a “shrink.” His last behavioral health 
assessment was 3 years earlier. Information from it was limited. Bob had been 
tested for recreational substances on numerous occasions but all screens had been 
negative for other than known prescribed medications. His medical doctors did not 
consider him for psychiatric admission since he had no psychotic illness and was 
not suicidal. Further, he was actually a pretty likeable person according to the hos-
pital staff that worked with him.  

  Little was known about Bob’s family life, schooling, work activity, or social situ-
ation. Short intake histories indicated that he lived with friends, had completed high 
school, and was not working. Outpatient follow-up for numerous medical problems 
were addressed by a local community health center. There was no steady primary 
care physician since Bob tended to be non-adherent, used the emergency room a lot, 
and kept getting sick and/or having complications. No one wanted him on his or her 
panel of patients. At this point, Bob’s primary residence was the hospital, where he 
received magazine subscriptions in his daily mail. He had few visitors, none of 
whom were family.  

 Bob had been  r  eceiving treatment for many persistent and recurring problems 
from medical practitioners for the previous 5 years. Essentially, his treatment tar-
geted acute exacerbations of documentable medical conditions. However, his pre-
sentations suggested that Bob had BH comorbidity that was contributing to his 
recurrent hospitalizations, yet Bob refused evaluation, let alone treatment, from BH 
professionals. Without signifi cant change in the approach to Bob’s care, it was 
likely that Bob would remain among the highest users of medical services in his 
state for years to come if he didn’t die fi rst. 

 The remainder of this chapter will describe the general practice of patient health 
care assistance and support and close with an introduction to integrated complex 
case management. Since treating clinicians are already hard pressed to complete 
their days in time for dinner, they should refl ect on Bob as they read. How and 
which type of assistance and support might have helped Bob achieve a better long- 
term outcome than he had experienced for the last 5 years?  

    Patient Health Care Assistance and Support Terminology 

 Patient health care assistance and support is defi ned above and is often associated 
with use of a wide variety of interchangeable terms in the health care industry, some 
of which are listed in Table  1.1 . For purposes of this  Physician’s Guide ,  we have 
chosen to use “patient health care assistance and support” as an overarching 
description for general helper activities on behalf of individuals with health-related 
needs and “case management” to designate the subset of more intensive helper 
activities that is best provided by licensed or case management certifi ed, trained 
health professionals . 

1 Patient Health Care Assist and Support Services, Integrated Case Management…
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 Constituencies within the patient assist and support community foster use of the 
term they favor. None, to date, has reached predominance, such that it has greater uni-
formity of meaning or industry support for its use. Additionally, new terms with specifi c 
presumed meaning continue to surface, such as “professional health coaching,” though 
the description of these professionals’ activities are congruent with those described by 
numerous other industry patient assist and support terms in common use. 

 Terms are chosen for a variety of reasons. For instance, “patient navigation” and 
“care coordination” are terms preferred to “care management” or “case manage-
ment”    by some since no patient wants to be “managed.” “Management,” on the 
other hand, is perhaps a better descriptor of personnel activity since assistance and 
support includes more than just fi nding the right practitioner or service location, 
which is implied by the term “navigation,” or the coordination of care by treating 
practitioners, as is implied by “care coordination.” Further, some prefer “care” to 
“case” management since it is a term that implies patient centeredness. Even “care 
management” does not capture the breadth of activities by assistance and support 
personnel, however, since many assist and support personnel address nonclinical, 
i.e., non-care-related, barriers to improvement as a part of their accountability. 

 Up to this point, we have been careful to use “personnel” rather than “profession-
als” to describe those who provide assistance and support. This is because there is 
as much confusion about the level of education, background, and training as there is 
about the terms used to describe assistance and support. Non-health professionals 
commonly perform such tasks as  “lay health coaching” or “wellness counseling.”   
These are characterized by performance of activities that encourage healthy behav-
iors, whether by distribution of educational materials on diet and exercise, participa-
tion in health fairs, or encouraging smoking cessation in largely healthy populations. 
This type of assistance and support does not require professional expertise to effec-
tively complete tasks associated with it. 

 Other forms of patient assistance and support capitalize on the skills of licensed 
or case management certifi ed health professionals who proactively assess and then 
assist those with health conditions, i.e., help “patients” with illnesses, in identifying 
and addressing areas in their lives that lead to illness development and/or persis-
tence. Patient assistance and support in this context is intended to be an active force 
that fosters progress toward improved health related to existing conditions in those 
exposed to it. Helping patients navigate a complicated health system and facilitating 
coordination of care are clearly a part of this charge. However, these activities need 
to be supplemented by educated and experienced professionals who use their under-
standing of illness and the health system to support patients with treatment-resistant 
health problems. This need for educated and experienced health professionals is 
especially important for medium, high, and integrated high intensity assistance and 
support activities (covered below). 

 In the  Physician’s Guide , the term “ case management  ” is used to describe the 
professional activities, including patient education, health facilitation, care coordi-
nation, patient navigation, promotion of “treat to target,” and client/patient advo-
cacy with the goals of reversing barriers to health improvement and stabilizing 
health. The professionals who provide medium- to integrated high intensity 

Patient Health Care Assistance and Support Terminology
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 assistance and support are referred to as “case managers.” These individuals are 
trained in the case management Standards of Practice (Table  1.2 ) and are able to 
perform core components of the case management process (Table  1.3 ) either inde-
pendently or under the supervision of more experienced case managers. Most “lay” 
assist and support personnel do not have the level of health care sophistication 
needed to achieve meaningful outcomes for those with complicated and interacting 
health issues. Their backgrounds limit their ability to be trained to conduct compre-
hensive case management assessments, to build care plans from them, or to inde-
pendently pursue corrective action plans.

        Utilization Management   

 Patient health care assistance and support differs from “utilization management” 
(UM) in that it  helps individuals  with health-related needs, irrespective of benefi ts or 
coverage.    UM, on the other hand, assesses whether an individual has insurance cov-
erage for a medical or psychological service (including individualized patient assis-
tance and support) and/or whether the individual has a medical or psychological 
condition, which would benefi t from implementation of a clinical service if coverage 
exists, i.e., determination of medical necessity. UM is more  c  orrectly considered 
“benefi t” management and not “assistance and support.” 

     Table 1.2     Case management Standards of Practice 2010     

 • Case managers with active licensure and up to date competence in their specialty area of 
practice should be able to perform the following case management support operations: 
  – Patient/Client-Centered—collaborative 
  – System-Centered—access and care coordination 
  – Illness-Centered—chronic and multimorbid 
  – Outcome-Centered—clinical, functional, satisfaction, quality of life, fi nancial 

  Data from Case Management Society of America.  CMSA Standards of Practice for Case 
Management . Little Rock: Case Management Society of America; 2010  

     Table 1.3    Components of the  case management process           

 • Patient identifi cation 
 • Case management assessment 
 • Care plan development 
 • Implementation of care plan activities 
 • Ongoing evaluation of goals and outcomes with escalation of care 
 • Patient graduation 

  Data from Powell SK, Tahan HA. CMSA Core Curriculum for Case 
Management, Philadelphia, Lippincott Williams & Wilkins, 2007  

1 Patient Health Care Assist and Support Services, Integrated Case Management…
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 While UM decisions are often necessary in patients receiving assistance and support 
services, it is not an endorsed activity for assistance and support personnel. In many 
situations, combining the two roles creates confl icts between the helper activity of 
the assist and support personnel to the patient and the need to adjudicate a service, 
i.e., denial of a medical or psychological service for an individual without coverage 
when the service is needed for health improvement. This  Physician’s Guide  will not 
discuss UM further, other than to recommend that organizational personnel inde-
pendent of, but available to,  assistance   and support personnel perform the majority, 
if not all, benefi t (utilization) management services. 

 A word of caution, however, is necessary since many health plans, care delivery 
systems, and management vendors also use the terms in Table  1.1  to describe person-
nel who are actually doing UM. For this reason, in today’s health care vernacular, one 
cannot rely on the term used to describe assist and support personnel in health care 
settings. Rather, it is necessary to inquire about the specifi c role that these personnel 
play in their jobs, which will be discussed later in the chapter. A key factor that dif-
ferentiates “assist and support personnel” from “utilization managers” is that the lat-
ter rarely work directly with patients but rather interface with hospitals and clinicians 
in the background to prevent inappropriate delivery of services that are not covered or 
are adjudicated as unnecessary. If direct patient contact occurs between the utilization 
manager and the patient, it is usually to report approval or denial of services. 

 Incidentally, competent utilization managers do not easily transition to assist and 
support personnel, and vice versa. The activities by these two specialists come from 
opposing conceptual frameworks and do not mix well together, i.e., utilization man-
agers  approve or deny  care/ services  while assist and support personnel  help  patients 
overcome barriers to improvement. Utilization managers are adjudicators and assist 
and support personnel are problem solvers.  

    Assistance and Support Program Intensity 

 There are many ways in which health-related assistance and support can be divided. 
Some dimensions could include the population served; the health condition targeted; 
the desired outcome; the location of the client/patient; the assistance and support 
personnel caseload; the location of the service delivered; results accountability; the 
method of delivery, e.g., face-to-face versus telephonic; the education/background 
and training needs of the personnel providing assistance and support; and the dura-
tion of the assistance and support activity. The most helpful place to start, however, 
is subdividing assistance and support based on its level of intensity (Table  1.4 ).

   Assistance and support intensity consolidates:

    1.    The complexity of the health issues for which help is being sought.   
   2.    The level of expertise and proactive involvement needed by the assistance and 

support personnel.   
   3.    The characteristics of the assistance and support process required for goals to be met.   
   4.    Desired clinical, functional, cost, and other anticipated outcomes.     

Patient Health Care Assistance and Support Terminology
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 An intensity stratifi cation helps treating clinicians conceptualize assistance and 
support activity as it moves from a clinical service enhancement, i.e., a better patient 
experience, to a contributor to the Triple Aim, i.e., also improved health and cost 
savings. 

   Low intensity assistance and support    is typifi ed by the delivery of help to clients or 
patients for hours to weeks by personnel that do not require health-related expertise in 
order to successfully complete the  process  of outcome-based assist and support activi-
ties. In  medium intensity assistance and support , also called “case management,” case 
managers require health-related education and experience in the health care industry, 
such as licensed health care professionals or those with certifi cations that allow inde-
pendent full patient assessments. Without this background, they will possess limited 
ability to work with patients for which proactive, constructive, health-related assis-
tance is essential if patients are to consistently show improvement in their health con-
ditions. With medium intensity case management, helper activities, dispensed over 
days to months, are consistent with application of the case management Standards of 
Practice [ 11 ] and target mixed  process - and  measured- health  outcomes. 

   High intensity assistance and support   , also called complex case management, 
uniformly targets more complicated and high-cost patients who are found in any 
given population.  Complex case managers  come from a pool of nurses, social work-
ers, or other licensed health care professionals able to implement the case manage-
ment Standards of Practice [ 11 ] in patients with complex health conditions. 
Non-health care or peer support personnel generally cannot effectively deliver this 

   Table 1.4    Intensity-based health-related patient assistance and support   

 • Low assistance and support intensity (preventive health and health support) 
  – Clients/patients—generally no/low but variable complexity and cost 
  – Assistance and support personnel—little health-related education or experience needed; 

training required 
  – Helper function—short-term, high caseloads, process-oriented goals 

 • Medium assistance and support intensity (general or targeted case management) 
  – Patients with health conditions—medium but variable complexity and moderate cost 
  – Case managers—health-related professionals or health care experience; training required 
  – Management—short- to medium-term, medium to high caseloads, mix of process- 

oriented and measured-health outcomes 
 • High assistance and support intensity (complex case management) 

  – Complex patients—high health complexity and cost (top 10–15 %) 
  – Case managers—medical or BH nurse, social worker (case management certifi cation 

desirable), or health professional with case management certifi cation, training required 
  – Management—medium- to long-term, medium to low caseloads, measured-health 

outcomes 
 • Integrated high assistance and support intensity (integrated case management) 

  – Complex comorbid patients—biopsychosocial and health system barriers (top 2–8 %) 
  – Case managers—ICM trained and experienced health professionals; cross- disciplinary 

service 
  – Management—medium to long-term, low caseloads, measured-health outcomes 

1 Patient Health Care Assist and Support Services, Integrated Case Management…
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level of case management but can work in collaboration with complex case manag-
ers to expand the percent of the population assisted. Complex case managers com-
plete comprehensive assessments, develop care plans based on assessments, and 
provide assistance for months to years while attempting to achieve measured health 
outcomes that contribute to the Triple Aim [ 6 ]. 

   Integrated high intensity assistance and support ,   also called integrated (com-
plex) case management, is a form of complex case management in which experi-
enced nurses, social workers, and other licensed or certifi ed professionals with 
either medical or BH backgrounds receive specialized training in the delivery of 
multi-domain, i.e., biopsychosocial and health system, and cross-disciplinary, i.e., 
medical and BH, case management assessment and assistance. This form of man-
agement is designed to maximize value for the most complex medical or BH 
patients, especially those with concurrent medical  and  BH conditions. It can be 
used equally well, however, in patients with less health complexity and in those with 
medical only, BH only, or combined medical and BH disease. 

 Examples of common forms of assistance and support activities described in the 
published literature that are generally categorized as low, medium, high, or inte-
grated high intensity can be found in Table  1.5 . For each of these categories, 
 however, there is considerable confusion about the manager expertise that is needed, 
the optimal duration of intervention, the core activities provided, and what consti-
tutes value-based outcomes. In fact, many assistance and support personnel review-
ing Table  1.5  may take exception to where their particular named brand of assistance 
and support has been placed in the list.

   For instance, disease management, considered medium intensity assistance and 
support, describes the process by which case managers assist patients with a certain 
medical condition, such as diabetes or depression. While these managers work with 

     Table 1.5    Examples of intensity-based health-   related assistance and support programs   

 • Variable 
  – Health plan management, adult and pediatric inpatient and outpatient management, 

accountable care organization (ACO) management, government and military program 
management 

 • Low intensity assistance and support programs 
  – Health care coaching, also called wellness counseling; employee assistance counseling; 

discharge management; peer support; lay patient navigation; lay care coordination; lay 
in-home caregiving 

 • Medium intensity assistance and support programs 
  – General case management, medium tier county/state program management, high need 

disability and workers’ compensation management, disease management, elderly and 
disabled nursing home management, palliative care management 

 • High intensity assistance and support programs 
  – Comprehensive medical case management, Assertive Community Treatment (ACT) team 

management, intensive case management 
 • Integrated high intensity assistance and support programs 

  – Adult and pediatric integrated case management 

Patient Health Care Assistance and Support Terminology
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patients having a specifi c disorder, the actual assistance by the manager for the 
patient could range from short-term isolated tasks, e.g., providing educational mate-
rials, approving services, or medical devices, assuring discharge continuity, or fi nd-
ing a specialist (all low intensity assistance and support or utilization management 
activities); to medium-term targeted assistance, e.g., coordinating communication 
among clinicians and clinic systems, facilitating rapid recovery and return to work 
(consistent with medium intensity disability or workers’ compensation manage-
ment); to medium- to long-term assistance in overcoming barriers to improvement, 
e.g., helping to fi nd affordable insurance products, resolving trust issues with physi-
cians, measuring outcomes, and helping to pursue next steps in care (consistent with 
high intensity case management). 

 In order to provide a framework for treating clinicians in this chapter, we have 
consolidated named categories of assistance and support programs (examples seen 
in Table  1.5 ) into low, medium, high, and integrated high intensity programs and 
defi ned general characteristics of each (Table  1.6 ). While it takes time to go through 
Table  1.6 , it is well worth doing. Each level is delineated by the population served; 
the triage process; assistance personnel backgrounds, training, and activities; and 
caseload expectation and intensity of contact. From these, it is possible to project 
program outcome accountability and expectations. The Table allows readers of the 
 Physician’s Guide  to translate where their own local program or one described in 
the literature fi ts into the intensity grid, regardless of the name applied to the pro-
gram, and to anticipate, based on its intensity characteristics the expected clinical 
and cost outcomes.

       Assistance and Support Personnel Competency Levels 

 Column four in Table  1.6  describes educational, experience, and training charac-
teristics of personnel most likely to be able to perform assist and support activities 
at each level of program intensity. The  Assist and Support Personnel Competency 
Map   (Table  1.7 ) further elucidates the background and skills needed to perform at 
various levels of program intensity. While senior case management specialists 
(Level 4C) who are qualifi ed to perform higher intensity activities can equally well 
perform low-level intensity activities (and often do, including utilization manage-
ment), the reverse is not true. Health support personnel (Level 1C), who are not 
health professionals and often have minimal understanding of illness and the health 
system, do not have the backgrounds needed to perform more than the most basic 
assist and support tasks without supervision. On the other hand, those at Level 1C 
who are successfully trained in the case management assistant role can be of great 
value when working on a team also composed of those with Level 2C through 4C 
competencies. Under supervision, Level 1C case management assistants can 
expand the reach of case management programs of all intensity levels while 
 conserving resources.

1 Patient Health Care Assist and Support Services, Integrated Case Management…
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   Levels 2C through 4C are composed of health professionals with increasing 
amounts of education, experience, and training. Those with higher competency play 
increasingly important roles in programs of higher intensity. Not listed in Table  1.7  
are Levels 5C (those with the skills needed to assume program managerial posi-
tions) and Level 6C (those with educational, experiential, and leadership skills 
which allow them to assume executive positions in the health care industry).  

     Low Intensity Assistance and Support Programs   

 Level 1C and 2C personnel can provide assist and support programs that fall into the 
low intensity category (Table  1.8 ). These programs require practitioners with little 
background or experience in the health care fi eld but with a general appreciation for 
the importance of health maintenance and behavior. Level 1C personnel can have as 
little as a high school education and no previous health-related training or employ-
ment experience. For instance, peer support personnel include those who have or 
have previously experienced a chronic health condition, such as substance depen-
dence, human immunodefi ciency virus (HIV) infection, kidney disease, or asthma. 
Level 1C personnel and 2C professionals always require training in the type of 
assist and support activities they will be performing, and they often need Level 3C 
or 4C case manager supervision to understand how to contribute to improved health 
and function and to cost reduction. Only then can they effectively work toward the 
measureable goals of the assist and support activity.

   Level 1C personnel activities often include work with populations of individuals, 
some with an underlying illness but some without. For instance, health care coaches 
target at risk subsets of otherwise healthy populations ( clients, not patients ) to help 
them adopt a healthy lifestyle. This is a common benefi t provided by health con-
scious employers. In this capacity, it is often possible to train these individuals to 
perform unsupervised assistance activities. 

   Table 1.8    Descriptions of several types of  low intensity assist and support programs     

 •  Health care coaching, wellness counseling —assist clients understand (and implement) 
habits of healthy behavior who are at risk for development of health conditions or 
complications from existing conditions (Level 1C) 

 •  Employee assistance programs —help employees address workplace, family, fi nancial, and 
health issues to maximize health, well-being, and workplace productivity (supervised Level 
1C and 2C) 

 •  Discharge management (transitions of care) —confi rm medication reconciliation, timely 
outpatient clinician appointments, and fi lled prescriptions for recently discharged hospital 
inpatients (supervised Level 1C and 2C) 

 •  Lay in-home caregiving —assist patients with home health needs as an alternative to a 
skilled nursing facility (Level 1C or 2C depending on need) 

 •  Lay navigation —assist a target population fi nd and access needed services (supervised 
Level 1C and 2C) 

 •  Lay care coordination —assist a target population coordinate provider and system services 
(supervised Level 1C and 2C) 

Patient Health Care Assistance and Support Terminology
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 Of course, some Level 1C personnel and Level 2C professionals routinely work 
with those having illness, such as in discharge management programs that use work 
process algorithms. These programs help patients transition from inpatient to outpa-
tient settings by assuring that patients understand their discharge medications, fi ll 
their prescriptions, and see their outpatient care provider who has received informa-
tion about their hospitalization. By doing so, these assist and support personnel pro-
mote and speed return to health, mitigate adverse transition events, and decrease the 
potential for hospital readmission. Supervision by Level 3C or 4C professionals is 
generally advisable since an understanding of medications is needed and unforeseen 
circumstances often arise. Primarily, however, assist and support personnel need only 
to know the mechanics of best practices in this area of targeted assistance [ 13 ].  

    Medium Intensity Assist and Support (Case Management) 
Programs 

  Medium intensity assist and support   (Table  1.9 ), hereafter called general or targeted 
“case management,” programs, require assistance and support by “case managers,” 
i.e., those with a greater appreciation of common illnesses and medications and the 
system in which medical and/or behavioral treatment is provided. These managers 
can perform at Levels 2C through 4C (Table  1.7 ). Base knowledge for case manag-
ers comes through education in a health profession and health-related employment 
and/or through a certifi cation program that includes independent assessments. In all 
cases, it is accompanied by specialized training in the principles (Table  1.2 ) and 
practice (Table  1.3 ) of case management. In today’s world, case management is 
generally an added qualifi cation in nursing and social work. Other licensed health 
professionals, however, can pursue additional training and certifi cation in it as well.

   Assisted  patients  in case management programs typically have one or more 
chronic medical or BH condition and have as much diffi culty accessing the right 
care as they do in getting the right diagnosis and treatment. Thus, only case managers 

    Table 1.9    Descriptions of several types of  medium intensity assist and support programs     

 •   Medical case management —  assess and assist patients with low to medium levels of medical 
health need connect to clinicians and receive outcome changing services in the care delivery 
system and from the community (Level 2C, 3C, and 4C with Level 1C assistants) 

 •  Disability    managemen    t; workers’ compensation —insure that employees with work-
impacting injuries or illnesses receive the health care support they need while on benefi ts 
(Level 2C, 3C, and 4C with Level 1C assistants) 

 •   Behavioral case management   —assess and assist patients with low to medium levels of 
behavioral health need connect to clinicians and receive outcome changing services in the 
care delivery system and from the community (Level 2C, 3C, and 4C with Level 1C 
assistants) 

 •   Disease management   —assist patients in receiving the best care for specifi c illnesses, e.g., 
diabetes, depression, asthma (Level 2C, 3C, and 4C with Level 1C assistants) 
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with a basic understanding of common medical or behavioral conditions and the 
challenges that patients face in accessing and receiving needed clinical attention, 
i.e., competency Level 2C and above, are likely to achieve health and cost outcomes 
in medium intensity programs. This is one feature that differentiates the capabilities 
of case managers from those able to function in a number of low intensity assist and 
support programs. It also distinguishes them from concerned relatives or friends 
who attempt to provide a similar type of assistance but without the benefi t of what 
can best be described as “medical savvy.” 

 Medical savvy is a tangible, intangible that, for example, allows medium intensity 
case managers to understand:

•    When patients are not adhering because they don’t understand the recommended 
treatment.  

•   When the emergency room could be replaced as the primary source of care due 
to the presence of local primary care physicians with urgent care clinic capabili-
ties and the potential for care continuity.  

•   When noncommunication among the patient’s practitioners is leading to confl ict-
ing messages concerning the patient’s care and ultimately clinical nonresponse.  

•   When fi nding the patient housing may be a more important fi rst step in control-
ling illness than helping the patient fi ll a prescription.    

 Medical  savvy   does not mean that the case manager, whether at Level 2C, 3C, or 
4C, has an in-depth understanding of each illness or its treatment. Nor does it mean 
that the case manager has an understanding about all the community resources that 
could be used to augment outcomes for a given patient. It does, however, mean that 
the case manager has enough understanding of illness and the delivery system to 
know how to creatively fi nd and use the answers when barriers to improvement are 
occurring. The case manager employs her or his informed understanding and moti-
vational interviewing skills to engage patients in change behaviors that promote 
progression to better health. 

 As illustrated in Table  1.9 , there are many general and targeted case management 
subgroups. While the case managers themselves have educational backgrounds and/
or experiences allowing them to augment patient outcomes, they also require train-
ing, regardless of their level of competency, in the specifi c subtype of management 
in which they are involved. For instance, middle tier state or county program man-
agers, who work with patients with medium to highly complicated conditions in 
public health settings, would target skill development in understanding access and 
treatment locations that accept Medicare, Medicaid, and public assistance insur-
ance; publically funded assistance programs; community resources; wrap-around 
services; and others supporting those in state and county programs. Ideally, these 
case managers would assess and then assist patients in getting the care that they 
need. Not only would they connect patients to needed clinicians, they would also 
know how to help patients fi nd treatment resources, uncover monetary support pro-
grams (such as for drugs at reduced costs), and promote follow through on their 
treating clinician’s recommendations. 

 On the other hand, high need workers’ compensation managers, another type of 
targeted medium intensity case manager, focus on services for work-related injuries 
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in employees. The majority with work-related injuries do not require case manage-
ment assist services. Those with complicated recoveries, e.g., those who are not 
improving at an anticipated rate or for whom there is concern about fraud, however, 
may need a case manager to help ensure that health care support and treatment leads 
effi ciently to return to work. Thus, high need workers’ compensation managers 
must understand not only basics of common job-related injuries and the health sys-
tem, but also details related to payment for workers’ compensation injuries, the 
availability of employee assistance benefi ts, workers’ compensation state and fed-
eral regulatory rules, the art of attending workers’ compensation clinic visits, and 
back-to-work options for employees reentering the workforce. This all requires cus-
tomized training tailored to the specifi c role of the case manager. 

 There are many other locations and populations in which case management is 
delivered, such as in nursing homes; in primary care, specialty medicine, and spe-
cialty BH clinics; in specialty medical and behavioral inpatient units; on military 
bases; and at veteran hospitals. While this list is not exhaustive, it illustrates loca-
tions and populations that benefi t from managers who are certifi ed in case manage-
ment or are licensed in health-related professions, e.g., occupational therapy, 
physical therapy, psychology, social service, pharmacy, and nursing, and have training 
customized to the population they serve. Importantly, case managers know how to 
productively use their core understanding of health and care, the medical literature, 
medical colleagues, community resources, and their organizational support system 
to assist patients in moving steadily and predictably toward improved health and 
function. These are core components of case management education during the cre-
dentialing process. 

 While case managers  are   often driven by process outcomes, in the future, they 
will be increasingly expected to utilize their medical/clinical backgrounds and 
expertise to achieve actual clinical and functional ( measured health ) outcomes. For 
instance, disease managers will be graded on their ability to help stabilize chronic 
medical conditions and decrease illness complications. Workers’ compensation 
managers will be considered successful when they speed employee recovery and 
return to work. The number of disease manager-based calls or workers’ compensa-
tion assessments, both process measures, may be steps to accomplish measured 
health outcomes but, in themselves, do not provide evidence that health outcomes 
improve. Thus, measurement of health and cost outcomes will increasingly be 
incorporated into productivity reports to ensure that actual value is brought to 
patients, to clinicians, and to the health system.  

    High Intensity Assist and Support (Complex Case Management) 
Programs 

  High intensity assistance and support  , hereafter-called  complex case management , 
is differentiated from lower intensity programs in that it specifi cally targets patients 
with complicated, high cost, and multimorbid health problems (Table  1.10 ), i.e., 
those with high health complexity (more on this in Chapter   2    ). Low- and 
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medium- intensity assist and support programs may occasionally have complex 
patients, but mainly service the needs of patients showing less acuity and complicat-
ing factors, having fewer comorbidities, or those who are at risk for but have not 
developed health complexity. For example, discharge management, a low-intensity 
program, is characterized by algorithmic assistance to  all  patients discharged from 
the hospital. While all have had a condition for which inpatient services were 
required, it does not necessarily mean that they are complicated at discharge. For 
instance, most patients who have had hip surgery experience uncomplicated conva-
lescence and recovery. They, like many discharged patients, fall into the noncom-
plex category yet all are included in most discharge management programs. Only a 
small subset of patients has complicated post-hospitalization needs, and even for 
these patients, the focus is on the process of securing ongoing care and treatment 
during the transition after hospitalization. While these processes may support long-
term health, the measured outcome usually is not clinical and functional improve-
ment per se. Discharge management cannot be said to target complex patients, but 
rather post- acute patients.

   In contrast, correctly confi gured,  complex  case management that targets patients 
at discharge would task case managers with the responsibility of improving out-
comes through assistance and support  only  for complicated, high-cost discharged 
patients. These patients have many barriers to improvement and are at high risk for 
negative post-discharge outcomes. Furthermore, the work processes that complex 
case managers would use would likely be much more extensive than those associ-
ated with mere transition from one to another level of care. To varying degrees, they 
would assist these complex patients control the ravages of their underlying illness as 
well as the effects that uncontrolled and persistent illness has had on their personal, 
social, and economic lives, such as job loss, limited or no insurance, an unstable 
living situation, or poor social support. 

 Logically, since patients in complex case management programs have more 
intense manifestations of illness and illness consequences, complex case managers 

    Table 1.10    Description of several types of  complex case management programs     

 •  Comprehensive case management —assistance to patients with one or more catastrophic 
medical conditions (high biological complexity) in the coordination of medical services and 
rehabilitation to stabilize health and maximize function (medical Level 3C and 4C with 1C 
and 2C assistants) 

 •  Assertive Community Treatment (ACT) team and intensive case management —assistance to 
patients with chronic serious mental health and substance use disorders (medium to high 
psychological complexity) control illness and improve function in the community setting 
(BH Level 3C and 4C with 1C and 2C assistants) 

 •  Traditional integrated case management —longitudinal assistance to complex medical or BH 
patients in reversal of primary disciplinary barriers to improvement so that there is primary 
discipline illness stabilization and improved function coupled with referral to cross-
disciplinary case manager assistance for assessment and assistance with comorbid condition 
(medical or BH Level 3C and 4C with 1C and 2C assistants with referral to cross-disciplinary 
assist and support personnel with unknown qualifi cations and work processes) 
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would be expected to have greater success if they were more highly educated in a 
clinical discipline, had experience with sick patients in a complicated health system, 
and were more versed in the implementation of the case management Standards of 
Practice specifi cally in patients with health complexity. Case managers falling into 
competency Levels 3C and 4C fi t this bill. Complex case managers would be called 
upon to utilize their understanding of illness and the health system to solve prob-
lems that less qualifi ed assist and support personnel cannot. 

 While Level 3C and  4C   case managers are at the top of the discipline-specifi c 
case management pyramid, they are limited in number and an extremely valuable 
resource. Many programs have found that the work of complex case managers can 
be expanded if less well-trained/qualifi ed personnel with an understanding of com-
plex case management assist and support work processes, such as Level 2C case 
managers or Level 1C personnel, act as case manager assistants. While they cannot 
complete comprehensive assessments or develop detailed plans of care performed 
by complex case managers, they can facilitate completion of clinical, technical, and 
administrative action items needed to achieve complex patient goals. This is an 
important consideration when deploying complex case management programs and 
is more fully described in Chapter   8    .   

    Integrated Medical  and   BH High Intensity Assistance 
and Support Programs   (Integrated Adult and Pediatric 
[Complex] Case Management) 

 Ostensibly, traditional case management does not make a distinction between the 
assist activities for medical and BH patients; however, a review of published litera-
ture and case management training programs shows that most case management 
programs focus on either patients with medical or BH conditions [ 12 ]. For instance, 
literature on complex case managers suggests that they either address the medical 
needs of patients, e.g., comprehensive medical case management, or the BH needs 
of patients, e.g., Assertive Community Treatment and intensive case management, 
but not both. When concurrent cross-disciplinary conditions are present in either 
setting, which is the case for 60–80 % of those with complex health situations, and 
there is a desire to address cross-disciplinary needs, then patients in traditional com-
plex case management settings are referred to cross-disciplinary case management 
personnel as the primary and often the only assistance activity (Table  1.10 ). This is 
what we term “traditional integrated case management.” 

 Communication between medical and  BH   case managers for such patients is 
typically sparse if it occurs at all. Patients are referred with the presumption that 
cross-disciplinary assistance will be given that has little to do with case manage-
ment assistance and support for the primary discipline’s needs. Data on patients 
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with concurrent medical and BH issues belies this presumption as medical and BH 
conditions are often intertwined and act synergistically to promote poor health 
outcomes (covered in greater detail in Chapter   2    ). Thus, there is a need for an inte-
grated approach to medical and BH case management in the majority of patients 
with health complexity. 

 It is for comorbid complex patients that adult and pediatric ICM was developed. 
ICM has all of the requirements that complex case management does, i.e., delivered by 
mature licensed or case management certifi ed health professionals, such as nurses and 
social workers, with training in the case management Standards of Practice. Case man-
agement services are provided to high-need, high-cost patients during a longitudinal 
course of assistance. Like many complex traditional case management programs, ICM 
targets measured health outcomes as a primary goal and involves intensive work with 
patients until health has stabilized or maximum benefi t has been achieved. 

 ICM, however, differs from complex case management in several important 
ways (Table  1.11 ). First, it is built on a complexity, rather than a disease, platform. 
This allows ICM managers to assist in the care of patients regardless of their under-
lying illness. Second, it considers the relationship between the patient and the case 
manager as a primary factor in achieving the changes desired to stabilize health. 
Therefore, a focus on relationship-building and trust between the ICM manager and 
the patient is woven throughout the care process, beginning with the comprehensive 
assessment, which uses a semi-scripted dialogue between the patient and the ICM 
manager. It is designed to support relationship development while data gathering 
occurs. Third, ICM targets clinical and nonclinical barriers to improvement in the 

 Traditional 
 • Illness-focused 
 • Problem-based 
 • Diverse triggering methods 
 • Case managers trained in general medical 

or BH case management 
 • Pediatric case management based on 

child/youth manager experience 
 • Mental health management support 

requires manager handoffs 
 • Illness targeted patient assessments, goals, 

and actions 
 • Process orientation and measurement—

cases touched, calls made 
 • Manager caseload dictated by case 

triggers and process targets 

 Integrated 
 • Complexity-focused 
 • Relationship-based 
 • Complexity-based  triggering   
 • Case managers trained in bio-psycho-

social and health system data entry 
 • Systematic pediatric complexity-based 

case management capability 
 • Cross-disciplinary management support 

without manager handoffs 
 • Goals and actions linked to multi-domain 

assessments 
 • Health outcome orientation and 

measurement—clinical, functional, fi scal, 
satisfaction, quality of life 

 • Manager caseload dictated by level of 
complexity and outcome expectation 

   Table 1.11    Traditional versus integrated case  management     
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assessment and care assistance process. Using a multi-domain, i.e., biopsychosocial 
and health system, complexity assessment approach, information about clinical and 
nonclinical factors impeding return to health is systematically gathered and becomes 
a part of the assistance process. In many situations, nonclinical factor correction 
takes precedence over clinical factors.

   Fourth, ICM managers address both medical and BH needs without handing the 
patient to another case management professional. Since case managers do not treat 
patients but merely assist them in getting the treatment they need, patients can have 
primary medical conditions alone, primary BH conditions alone, or co-occurring 
medical and BH disorders and benefi t from ICM. ICM training is needed to help 
managers learn to address both types of conditions but does not require a back-
ground in either medical or BH service delivery per se. 

 Fifth, measured health outcomes are core to the ICM process. Thus, ICM manag-
ers collaborate directly with their patients to create a prioritized plan of care  that   
contains patient-centered goals and actions. They then work together to achieve 
directly measured management goals as well as global clinical, functional, quality 
of life, satisfaction, and cost outcomes. As barriers to improvement are reversed and 
health is stabilized, then “graduation” from ICM becomes possible. 

 Finally, ICM has built-in features that many other forms of case management do 
not have. It uses a color-coded complexity grid to simplify identifi cation of priori-
tized care plan items (Table  1.12 ). It includes both adult and pediatric ICM assess-
ment and intervention capabilities. It has the potential to be used as a caseload 
estimator since the complexity grid provides a numeric complexity score for each 
patient. It uses ICM tools specifi cally designed to document and follow complexity 
issues over time. Lastly, the ICM tools incorporate a method for determining when 
it is appropriate to start planning for case closure. All of these features will be 
described in detail in Chapter   6    . 

   Table 1.12     Integrated case management-complexity assessment grid   (ICM-CAG scored example)       
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       Integrated Complex Case Management  ’s Potential 
Contribution to the Triple Aim 

 Treating clinicians should now have a basic understanding of the distinctions among 
low intensity assistance and support, case management, complex case management, 
and integrated complex case management. During the remainder of the  Physician’s 
Guide , the authors will specifi cally target a full appreciation for the value that inte-
grated complex case management brings to patients, their providers, and the health 
system. The intent of this focused attention is not to suggest that lower intensity 
forms of case management, including low intensity assistance and support, are not 
important and cannot potentially bring value to patients and the health system. A 
number have been demonstrated to do so. Rather, we have chosen to prepare the 
 Physician’s Guide  so that treating practitioners understand how to work with an 
increasingly important contributor to measured health outcomes and cost reduction, 
i.e., ICM managers. 

 With the introduction of provisions in the ACA, value derived from integrated 
complex case management services is projected to transition from primarily health 
plans and government agencies to networks of physicians setting up ACOs [ 2 ,  3 ,  14 , 
 15 ]. While there remains  great   variability in what ACOs actually look like or even 
in what they are sometimes called, their intent, as outlined in the ACA, is to tap into 
the expertise of networks of clinicians caring for patients to develop systems of care 
that improve clinical outcomes at lower total health cost for the population served. 
ACOs will enter contracts with payers in which they take global risk for outcomes 
in populations of patients. To the extent that they can decrease total cost of care for 
the population while maintaining quality and health outcomes, they will benefi t 
from the savings achieved. 

 Unlike “capitated” contracts in the past, however, the ACOs can reorganize the 
way that they pay for services from contributing practitioners, such as paying BH 
providers as part of their medical network. This has already begun as a part of 
 Medicare Shared Savings Programs (MSSP)   but is also increasingly becoming part 
of commercial contracts for nonpublic program populations. Further, with the intro-
duction of health care Exchanges, care delivery systems will fi nd themselves enter-
ing global risk contracting for high-risk populations for which profi tability can only 
occur when effi cient and effective clinical delivery procedures are used [ 16 ]. Health 
care contracting is projected to move increasingly from fee for service to global risk 
over the next 5–10 years. 

 ICM has the potential to play a major role in this ultimate agenda but only if the 
practitioners treating patients understand how these managers can help and how 
best to tap into the service support that they deliver. We will try to unfold this as the 
reader progresses through the  Physician’s Guide .     
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    Chapter 2   
 Health Complexity and the Interaction 
Between Physical and Behavioral Health 
Conditions in Adults                     

 “If you’re not confused, you’re not paying attention.” 

 —Tom Peters 
  Thriving on Chaos: Handbook for a Management Revolution  

             Chapter Objectives 

•      To defi ne “health complexity” and its importance in integrated complex case 
management for adults.   

•    To describe the effects of the interaction of physical and comorbid behavioral 
health conditions on health and cost outcomes in adults with health complexity.   

•    To discuss the fragmentation of physical and behavioral health assessment and 
treatment due to independent payment practices.   

•    To summarize the potential for value through multi-domain physical and behav-
ioral health integrated case management in adults with health complexity.      

 The fi rst chapter of the  Physician’s Guide  goes into great detail about patient health 
care assistance and support programs and their case management subcategories, 
which requires the skills of licensed professionals with case manager competencies 
that match increasing levels of assist and support program intensity. Since assis-
tance and support programs and the published literature are generally indiscrimi-
nant in their use of terminology (see Table   1.1    ) to describe assistance and support 
interventions regardless of program intensity or the personnel competencies of 
those providing services, we will rely on the concepts of program intensity and 
assist and support personnel competency used in Chapter   1     throughout this book. 
“Case management” will remain the term that demarcates programs with higher 
intensity and “case managers” the professionals needed to meet program and 
patient needs. 

 Again, it is not the intention of this  Guide  to devalue low intensity assistance and 
support programs since several with rigorously followed work process algorithms 
have the potential to improve the patient experience, enhance clinical outcomes, and 
reduce the total cost of care. Low intensity assistance and support, however, focuses 
on discrete issues for clients and patients, such as fostering healthy behaviors, 
improving transitions from one level of care to another, or effi ciently supporting the 
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needs of patients confi ned by health or age to their home environment. For patients 
with persistent, expensive, and treatment resistant chronic conditions, low- and 
many medium-intensity assistance and support programs do not foster total health 
improvement and stabilization. Since this is a major area of opportunity for improv-
ing health outcomes and lowering cost, it is where emphasis lies in this book. 

 Before we get into the work processes that are used by complex case managers, 
and particularly integrated complex case managers, it is important for physicians to 
have an understanding of what is meant by “health complexity” in the context of the 
 Physician’s Guide . Further, we live in a health care environment in which medical 
and BH services are segregated. There is increasing awareness that separation of the 
two has been destructive for patients, both clinically and economically, but few 
recognize the extent to which medical and BH comorbidity affect total health out-
comes and the cost of care. In this chapter, we will delineate the specifi c meaning 
assigned to health complexity and summarize how the interaction of medical and 
BH conditions affects “standard” clinical care as it is currently practiced. 

 Bob, briefl y described in Chapter   1    , is a good example of a patient with health 
complexity who for 5 years has been treated with a target on his biomedical presen-
tations in a system that, by fi nancial and clinical fi at, negated the possibility of 
coordinating medical and BH services. As a result, the underlying reason for his 
multiple medical admissions, i.e., his factitious disorder related to presumed border-
line personality disorder with antisocial traits, is never addressed. In fact, Bob is 
unlikely to receive needed attention for this component of his clinical presentation 
and other factors for the next 5 years unless a multi-domain approach (biopsycho-
social and health system) is included as a part of his plan of care. This is where 
integrated complex case managers working in concert with Bob’s clinicians come 
into the picture. As a team, they have the potential to augment Bob’s total health 
outcomes, not only by addressing his crisis-related medical problems, but also by 
assuring that the behavioral comorbidities and social and health system issues that 
complicate health stabilization are addressed. 

    Health Complexity 

 The majority of the medical literature defi nes health complexity by the age of the 
patient; the number of chronic illnesses the patient has, with an emphasis on physi-
cal disease; and the costs of incurred services [ 1 – 4 ]. While these are clearly compo-
nents of complexity, including for those with primary BH disorders, they do not 
take into account the many other factors that create obstacles for patients and clini-
cians in achieving health improvement. For instance, personal and social factors, 
such as housing, ethnicity, social support, and fi nancial situations, as well as psy-
chological conditions, are also signifi cant factors in the concept of complexity [ 5 , 
 6 ]. With the exception of the INTERMED group, based in Europe [ 6 ], and the early 
work of the Agency for Health Research and Quality (AHRQ) Multiple Chronic 
Condition Research Network (MCCRN) [ 7 ], we are unaware of other groups that 
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have specifi cally included health system factors as contributing to poor outcomes in 
complex patients. 

  For   purposes of the  Physician’s Guide , “health complexity” will be defi ned as 
 interference with the achievement of expected or desired health and cost outcomes 
due to the interaction of biological, psychological, social, and health system factors 
when patients are exposed to standard care delivered by their doctors . This is a 
refi nement on the defi nition generated by researchers in Europe over the last 20 
years, as they developed and tested a multi-domain complexity assessment instru-
ment called the INTERMED [ 6 ]. It inherently recognizes the disconnection of 
patient needs from available services as suggested by the AHRQ MCCRN [ 7 ]. 

 This defi nition recognizes that clinical and nonclinical factors contribute to 
health complexity. Importantly, complexity is couched in terms of factors that con-
tribute to poor health and cost outcomes rather than the number and complicated 
nature of the illnesses or illness combinations experienced by patients, i.e., the clini-
cal factors. Most, but not all, with health complexity have one or more chronic 
conditions. In these patients, the severity and number of chronic conditions, their 
acute exacerbations, and the ease with which they can be treated defi ne the level of 
“clinical” complexity. Some complex patients, however, merely have an acute and 
serious change in their health status and no chronic condition, such as those who 
have recently become incapacitated due to a major auto accident. When they also 
have major nonclinical barriers to improvement, such as homelessness and poor 
access to coordinated quality clinical care, there is increased complexity, which can 
retard improvement or recovery. 

 In over 60 % of those with “medical” or “psychiatric”  complexity  , concurrent 
medical and BH issues are present [ 8 ]. Physicians and other treating practitioners 
spend the majority of their time addressing these primary “bio” or “psycho”    compo-
nents of health complexity, depending on their discipline, but generally do not 
attend to nonclinical contributors to complexity or even cross-disciplinary needs 
because they do not see nonclinical or cross-disciplinary factors as part of their 
accountability. Their job is to identify and treat disease in their area of clinical prac-
tice and the time they devote to it is what is reimbursed. 

 Nonclinical factors that contribute to health complexity are more protean. Using the 
 INTERMED-complexity assessment grid (CAG)   conceptual framework [ 6 ],  elements   
from three other complexity domains are included, the psychological, social, and 
health system domains. These factors create barriers to improvement for individuals 
whether they have serious chronic or acute illness or not. Thus, Ellen, a patient with 
uncomplicated but marginally controlled non-insulin-dependent  diabetes (low biologi-
cal complexity) may become a patient with high health complexity in the medical 
setting since in addition she is recovering from alcoholic dependence with Wernicke–
Korsakoff syndrome (biological and psychological complexity), has no money for 
hypoglycemic medications (social and health system complexity), has no insurance 
(health system complexity), lives on the street (social complexity), and eats a fast-food 
nonregulated diet (biological, psychological, and social complexity). Progression of 
diabetes with development of complications is much more likely in Ellen than would 
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be the case for Julia, a marginally overweight college educated housewife with good 
insurance, a family support system, and a desire to remain healthy. More will be said 
about the  Integrated Case Management- Complexity Assessment Grid (ICM-CAG)  , 
which has been adapted to the US health system (Tables   1.12     and  2.1 ),    and how it helps 
disentangle such barriers to improvement in Chapter   4    .

    Nonclinical factors   contributing to health complexity are as important as clinical 
barriers to improvement; however, they are not normally included among informa-
tion gathered in a typical physician’s history and physical examination. For instance, 
a physician’s rendition of a family history will uncover the presence of immediate 
family members with illness loads. At the same time, it will routinely overlook 
interference with the patient’s ability to adhere to core elements of a physician’s 
treatment recommendations, for example, due to a patient’s role as the primary care-
giver for an incapacitated relative. The physician-based medical history uncovers 
potential genetic or environmental (biological) contributors to a patient’s clinical 
condition but, more often than not, misses personal and social factors that could 
have even greater impact on outcomes. Since health complexity is defi ned by the 
presence of impediments to health and cost outcomes due to a disconnect between 
needs and services, as suggested by Grembowski et al. [ 7 ], rather than a focus on 
biological features, it is easy to see how nonclinical factors can play such a major 
role in identifying patients with health complexity. 

 Health complexity includes two components:  “case” and “care” complexity   [ 9 ]. 
Case complexity refers to patient-based clinical factors. For instance, patients may 
have allergies to certain medications, such as sulfonamides, or may have interacting 
medical conditions, such as acute mania plus lower extremity cellulitis with a fever, 
that infl uence the way that the patient can be treated. Care, or health system-based, 
complexity is manifest by the way that health services are supported by the system, 
delivered by practitioners, and available to the patient. For instance, patients experi-
ence care complexity when:

•    Poor insurance coverage limits provider access, thus delaying care.  
•   Specialty medical services are unavailable in rural locations.  
•   Independent medical and BH clinical documentation systems disrupt provider 

communication and collaboration in care delivery.    

   Table 2.1    Integrated Case Management-Complexity Assessment  Grid    (ICM-CAG)    

 Historical  Current  Vulnerability 

 Biological 
 Chronicity  Severity 

 Complications and life threat 
 Dx dilemma  Dx/Rx challenge 

 Psychological 
 Coping  Treatment adherence 

 Mental health threat 
 Mental health  Symptoms 

 Social 
 Job and leisure  Residential stability 

 Social vulnerability 
 Relationships  Network 

 Health system 
 Access  Getting services 

 Impediments 
 Experiences  Coordination 
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 Both case and care complexity can require a shift from standard (biomedical, 
including psychiatric) care to individualized care in order for patient outcomes to 
improve and health to stabilize.  

    Standard Versus Individualized  Care   

 “Standard care” equates to traditional medical and BH services available through 
physicians and other treating providers in their offi ces and hospitals. As mentioned 
in Chapter   1    , more than 80 % of patients with acute noncomplex and even chronic, 
but easily controlled, conditions do well with standard care (Figure  2.1 ) [ 10 ]. An 
additional 10–15 %, largely those with uncomplicated chronic health conditions, 
also fall into a subset of patients who generally do well with standard care. Some of 
this chronically ill population, especially the 5 % with apparent treatment resistance 
and high health care service use and cost, however, benefi t from occasional or even 
sustained care support (individualized) services described in the case management 
and complex case management sections of the last chapter when complicating bar-
riers to improvement arise or if chronic conditions spiral out of control. When sta-
bilized, such patients can return to standard care.

   “Individualized care,” i.e., standard care augmented by assist and support services 
systematically provided by Level 2C to Level 4C professionals, often embellished by 

  Figure 2.1    Patients with health complexity require individualized medical and BH care integra-
tion for outcome change (Data from Meier DE, Thar W, Jordan A, et al. Integrating case manage-
ment and palliative care. J Palliat Med, 7:119-134, 2004)       
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Level 1C personnel, recognizes that occasional patients with chronic illnesses and 
the majority of patients with health complexity manifest care support needs that fall 
outside of those that can be easily obtained during standard medical care. Medical 
and BH physicians and other treating professionals are not equipped or paid to 
address more than the physical and/or psychiatric conditions with which patients 
present. Plus,  they   are usually paid on a unit time basis, such as through relative value 
units (RVUs), which incents short and focused clinical assessments. As a result, 
patients with health complexity are at risk for poor outcomes, progressive illness 
consequences, and persistent health problems unless they receive help from profes-
sionals with adequate case management competencies to support adherence and 
guide patients through their illness exacerbations. 

 This is where case managers add great value to a targeted subset of patients in 
virtually every physician’s practice. In individualized care, case managers partner 
with treating clinicians and their patients with health complexity to help them over-
come barriers to improvement using the case management Standards of Practice 
[ 11 ]. Included among the services that they provide are activities designed to over-
come nonclinical obstacles, which are typically not addressed in standard care but 
directly affect the ability of patients to return to health.  

    Case Triggering Versus Health Complexity Assessments 

  Health complexity, an important concept most often  seen most often in elderly 
patients, is associated with the presence and number of chronic illnesses. It increases 
the total cost of care. We have suggested that the perception of health complexity 
expand to incorporate an even smaller percentage of patients, i.e., those who tend to 
have progression of illness despite apparent treatment, remain impaired, and persis-
tently use high levels of health resources (Figure  2.1 ) [ 5 ,  10 ,  12 ]. Uncovering health 
complexity is a two-stage process. The fi rst essential stage is one in which patients 
are effi ciently triaged into a targeted population subset of those at greatest risk for 
health complexity, using clinical algorithms, registries, claims databases, predictive 
modeling tools, etc. Monheit summarizes elements (Table  2.2 ) that are commonly 
found in predictive modeling tools designed to identify high-risk patients [ 13 ]. 
These parallel similar predictors of primary care physician-defi ned complexity 
described by Grant [ 5 ]. Appendix   A     provides examples of algorithmic strategies on 
how triage could be effi ciently approached in populations of patients being consid-
ered for participation in integrated complex case management, both by health plans 
and clinical delivery systems. Regardless, the triage process should cost- effectively 
lead to a short list of high need patients with a minimum use of personnel time.

   After a list of triaged patients at  high   risk is generated, little time and effort 
should be used in deciding who in the targeted subset will enter complex case man-
agement. Almost always, there will be more patients than there are case managers 
available to provide individualized assistance. Thus, once triage uncovers the 2–8 % 
of the population with the highest risk, those who can be contacted and are willing 
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to work with a case manager with new patient/client openings should be assigned 
and assistance initiated. More will be said about this in Chapter   4    . It is from case 
management, not triage, that value comes to patients, clinicians, the sponsoring 
organization, and the health system. Thus, the majority of complex case manage-
ment program and personnel time should be devoted to patient assessment and man-
agement rather than triage.  

    Impact of Health Complexity 

 The  Physician’s Guide  recommends that patients with high health complexity be 
targeted for individualized case management. This is because they are patients who 
predictably demonstrate medical treatment resistance, poor medical and BH illness 
outcomes [ 14 ], high complication rates, impairment and disability [ 15 ,  16 ], increased 
health care service utilization [ 17 ,  18 ], and earlier mortality [ 19 ,  20 ]. Several studies 
performed in Europe, using the  INTERMED approach   to identify patients in various 
medical settings with health complexity, have found that complexity is associated 
with a number of negative health outcomes (Figure  2.2 ) [ 21 ]. This corresponds to a 
much larger literature using multimorbidity as the marker for complexity.

      Other Factors Contributing to Bob’s Complex Health 
Presentation 

  Readers    will     recall Bob from Chapter     1      , a young but extremely high medical health 
care service user who presents in the medical setting either with obvious self- 
infl icted conditions or ill-defi ned infections. At the insistence of Bob’s state public 
assistance insurance Medical Director, who had been following Bob’s cost outlier 

   Table 2.2     Predictive modeling   for future high service use   

 Marginal effect   P  

 • >75 Years old  9.9  <0.05 
 • “Fair to poor health”  18.4  <0.01 
 • Prior high service use  20.7  <0.01 
 • White, non-hispanic  5.8  <0.05 
  Illnesses  
 – Mental health Dx  11.0  <0.01 
 – Cancer  9.9  <0.01 
 – Infectious disease  9.0  <0.01 

 – Diabetes mellitus  7.7  <0.05 

  Data from Monheit AC. Persistence in health expenditures in the short run: 
prevalence and consequences.  Med Care . 2003;41(7 Suppl):III53-III64  
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status for some time, Bob was transferred to a newly opened Complexity Intervention 
Unit (CIU)  [ 22 ]  at a quaternary care hospital. This specialized internal medicine 
unit at the local academic medical center was designed to provide full general med-
ical and psychiatric services. Personnel on the CIU agreed that Bob was an appro-
priate candidate for admission. Since the unit was locked, it was necessary for Bob 
to sign in voluntarily to meet state locked unit admission requirements. Bob agreed 
to do so only after he was told that, if he didn’t, involuntary admission procedures 
would be initiated. Bob was considered a potential danger to himself based on the 
presence of a mental condition (factitious disorder). Since he had been admitted in 
Gram-negative sepsis and nearly died, it could not be denied that he was a danger 
to himself. Multiple self-infl icted injuries supported that he had factitious disorder.  

  On the CIU, Bob was automatically assigned a complex case manager, Sarah, 
who had training in integrated case management. Initially, he did not wish to talk 
with Sarah, but by the end of the fi rst week his defenses broke down when he realized 
that she was not going to disappear. He began to realize that she may be able to help 
him even when he left the hospital, not just with his health but also with other life 
challenges.  

  In addition to better chronicling the saga of medical admissions, Sarah uncov-
ered that when not in the hospital, Bob had no residence in his local community. He 
had dropped out of school in the tenth grade and had been kicked out of his home 
shortly thereafter. His social support system consisted of those who frequented the 
local community center and food shelter. Interestingly, Bob had not chosen to use 
recreational substances but he did have gender identity issues. There was no evi-
dence of a mental health disorder, such as depression, psychosis, or mania, but he 
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did meet criteria for borderline personality disorder and had been arrested on 
several occasions for minor theft. The county insurance program had covered Bob’s 
health care costs for the past several years and his total health care bill at age 19  
  was     nearly three quarters of a million dollars. Over half was incurred in the last 
year and associated with several near-death experiences.   

    The Interaction of Medical and Behavioral Health Conditions 

 BH  conditions   play an important role as physicians assist patients with health com-
plexity since BH comorbidity is common in those with complex chronic medical 
conditions. The combination is associated with medical and BH treatment resis-
tance, persistent illness, higher complication rates, impairment and disability, and 
greater total health care service use [ 14 ,  23 – 26 ]. Of the top 5 % of patients with 
multimorbidity, on average 60 % has comorbid BH conditions [ 8 ]. As the number of 
chronic medical illnesses increases, the percentage of patients in the top 5 % rises 
and peaks at about 75 %. 

 Three-fourths of patients with BH conditions are primarily or exclusively seen in 
the medical setting (Figure  2.3 ). Historically, it has been thought that patients with 
comorbid BH conditions treated in medical settings had less acute psychiatric ill-
nesses than BH patients seen in the primary BH setting. Recent evidence, however, 
suggests that this is not true, even for patients with schizophrenia and bipolar disor-
der [ 27 ]. In absolute numbers, more patients with serious BH conditions, including 
substance use disorders, eating disorders, delirium, depression, and dementia, are 
seen in the non-BH sector than the BH sector.

  Figure 2.3    BH patient-BH treatment access mismatch (Adapted from Kathol R, Sargent S, Melek 
S, et al., Nontraditional mental health and substance use disorder services as a core part of health 
in CINs and ACOs, in Clinical Integration: Accountable Care and Population Health, 3rd edition. 
Virginia Beach, VA: Convurgent Publishing, LLC, 2015, with permission)       
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   For this reason, primary and specialty medical physicians and other treating prac-
titioners need to be familiar with the basics of BH assessment and fi rst-line treat-
ments. Perhaps more importantly, they also need access to psychiatrists and doctoral 
level psychologists, the BH specialists most able to institute second- and third-line 
BH treatments. This is especially true for patients with health complexity who often 
fail fi rst-line intervention attempts. BH professionals with lesser levels of assess-
ment and intervention skills are not equipped to take on these higher level tasks. 

 The rationale for attending to BH conditions in the medical setting involves more 
than just the need to improve access, clinical care, and health outcomes for BH 
issues. On average, patients with BH conditions have twice as high annual claims 
expenditures as patients without and yet refuse to access BH services in the BH set-
ting [ 18 ,  28 ]. Most physicians are not aware that 80 % of total health care costs in 
patients with BH conditions are for medical services [ 18 ]. The high cost of general 
medical care in patients with BH comorbidity has been demonstrated to varying 
degrees for insured patients in commercial, Medicare, and Medicaid programs 
nationally (Table  2.3 ). If ignored, medical  and   BH conditions will persist and prog-
ress, often with synergistic effects. Further, with continued separation of general 
medical and BH services, care delivery systems and the physicians who work in 
their networks of providers will fi nd that they have diffi culty capturing health and 
savings, both requirements of ACOs in the post-ACA world. The 14 % of patients 
with BH conditions account for nearly 32 % of the total health care budget. This is 
big money and represents low hanging fruit.

        Treatment of BH Conditions 

 There remain many  medical   practitioners who think that BH conditions are largely 
untreatable. Thus, they consider that expending resources on BH care is unproduc-
tive; especially since independent BH payers poorly reimburse for BH services in 

    Table 2.3    Total health costs in patients with BH conditions   

 Total 
population 

served 

 % of 
population 

with BH 
claims 

 Total 
annual 
spend 

 % BH a  
spend 

 % of total 
medical claims 
incurred by BH 

Pop. 

 Commercial  198.8 M  14  $1.0 T  6 ($42.9B)  28.7 ($275B) 
 Medicare/Medicaid  91.8 M  9/20  $0.67 T  7.7 ($46.2B)  26.3 ($163B)   

 Total  290.6 M  14  $1.7 T  6.8 ($91.8B)  27.5 ($444B) 

   a Includes BH meds for commercial and Medicaid but not Medicare 
 Data from Melek, SP, Norris, DT, and Paulus, J. Economic impact of integrated medical- behavioral 
healthcare: implications for psychiatry. Milliman American Psychiatric Association Report, April 
2014. Milliman Inc, Denver; 2014  
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the medical setting. There is no question that a number of BH conditions are more 
diffi cult to treat than others, just as with medical conditions, such as completed 
stroke or esophageal cancer (Table  2.4 ). Research on treatment of BH conditions 
during the last 25 years, however, has been substantial with many new outcome 
changing and cost-effective approaches to treatment added and a number of less 
successful treatments discarded [ 29 ]. Even in those with substance use disorders, it 
is no longer appropriate to allow patients to go untreated since the combination of 
behavioral and pharmacologic interventions for substance dependence can lead to 
sobriety and total cost reduction [ 30 – 33 ]. Thus, it is as possible to institute evidence- 
based interventions for treatment of BH conditions as it is for medical conditions. 
Further, there are now promising models for implementation of evidence-based BH 
treatments in medical settings [ 22 ,  34 ].

       Access to  Cross-Disciplinary Services   

 Figure  2.3  shows that the majority of BH patients are actually seen in the medical 
setting but the majority of BH providers deliver services only in the BH setting. 
This is solely the result of an independently funded and managed BH budget used 
to pay for BH services in the USA and most other countries. BH practitioners, 
including psychiatrists, are paid to practice in segregated BH settings because this 
is the way that fastidious BH payers can target BH reimbursement only for BH 
professional and facility fees [ 35 ]. By doing so, it prevents inadvertent use of BH 
funds for medical services but also leads to low psychiatric physician insurance 
participation, and thus, poor access for patients to needed services (Figure  2.4 ) [ 36 , 
 37 ]. BH is the only allopathic medical specialty that is paid by totally independent 
insurance payers.

 Behavioral health 
 • Highly treatable 

  – Affective/anxiety disorders, delirium, 
acute psychosis 

 • Moderately treatable 
  – Attention defi cit hyperactivity 

disorder, eating disorder, 
alcoholism, autism 

 • Diffi cult to treat 
  – Dementia, antisocial/borderline 

personality disorder 

 Physical health 
 • Highly  treatable   

  – Peptic ulcers, pneumonia, kidney stones 
 • Moderately treatable 

  – Common cold, diabetes, back pain, 
headache, Parkinson’s disease, 
osteoarthritis 

 • Diffi cult to treat 
  – Drug-resistant tuberculosis, 

amyotrophic lateral sclerosis, cystic 
fi brosis 

  Table 2.4    Variable responsiveness to  physical and BH condition treatment    
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   Even when geographic proximity of medical and BH providers is present, as is 
commonly the case in academic medical centers and large hospital and clinic sys-
tems, divergent insurance company provider networks for medical and BH profes-
sionals creates additional  hurtles   for patients and the physicians desiring to 
collaborate in their patients’ care. It comes as no surprise, therefore, that access for 
the majority of medical patients with BH comorbidity and their primary and spe-
cialty medical physicians to specialty BH assessment and treatment is a challenge 
in the medical setting [ 38 ]. This is exacerbated by the fact that the majority of 
 medical patients with BH comorbidity refuse to access BH services in the BH sec-
tor, presumably due to stigma but likely also due to inconvenience and cost. As a 
result, nearly two-thirds of medical patients with comorbidity receive  no  treatment 
for their BH conditions [ 39 ]. This is true in virtually all countries and cultures [ 40 ]. 
Of the third that does receive treatment in the medical setting, for only one of nine 
will it be outcome changing [ 41 ,  42 ]. 

 Patients with primary BH conditions fare no better with regard to access to gen-
eral medical assessments and intervention. In a comparison of medical care for 
patients with schizophrenia to a community sample, 39 % of patients with schizo-
phrenia received no treatment for medical disorders compared to 17 % of those 
without [ 43 ]. These fi ndings are supported in another study showing that barriers to 
treatment are substantially greater for those with BH problems (Table  2.5 ) [ 44 ]. 
This correlates well with a growing literature showing high and early mortality in 
those with serious mental illness [ 19 ,  23 ,  45 ].

   While it is no longer acceptable from a health and cost perspective to perpetuate 
segregated general medical and mental health assessment and treatment, it is not 
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  Figure 2.4    Access to BH services hampered by low psychiatrist insurance participation (Data 
from Boukas, et al., Data Bulletin: Results from Health System Change Research, 35:1-11, 2009)       
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within the scope of this chapter to help physicians understand how to effect a change 
to integrated service delivery. Other resources can be accessed that help address this 
issue [ 29 ,  35 ,  46 ,  47 ]. The  topic   also resurfaces in Chapter   9     in which ICM is con-
nected to the delivery system in which it is provided. It is important for physicians 
to recognize that, as they work with integrated complex case managers, for whom 
coordination of medical and BH services is a part of their accountability, the manag-
ers need to have an understanding of the cross-disciplinary fragmentation described 
above (Figure  2.5 ) and strategies to assist patients with the health system-based care 
complexity challenges they create [ 48 ].

       Medical and BH Comorbidity’s Effect on Treatment 
and Its Outcomes 

 The prevalence of psychiatric illness in patients with physical disorders is estimated 
to be 40 % [ 23 ,  49 ,  50 ]. In those with chronic medical illnesses, the percentage can 
be higher [ 50 ]. Conversely, about half of patients with serious mental conditions 
will have two or more chronic medical conditions and three-quarters will have at 
least one [ 51 ]. If the prevalence of BH conditions in patients seen in the physical 
health setting and general medical disorders in the BH setting is as high as the data 
suggest, it is clear how concurrent illness impacts health outcomes and cost, espe-
cially when cross-disciplinary care is diffi cult to access. 

 The combination of depression and diabetes mellitus is one of the best-studied 
regarding health outcomes in those with comorbid conditions. This large series of 
studies show consistently improved health outcomes and cost savings using a psy-
chiatrist supervised case manager assisted intervention, called  collaborative care     .  
They have demonstrated that pre-intervention those with depression and diabetes 
have lower adherence to healthy behaviors and medication taking (Table  2.6  and 

   Table 2.5    Barriers to treatment of medical disorders in BH patients   

 Psychotic disorders 
( N  = 592) 

 Bipolar disorder 
( N  = 511) 

 Major depression 
( N  = 1828) 

   (Adjusted odds ratio)   

 Source of regular 
primary care 

 0.55  0.74  0.97 

 Delayed care due 
to cost concerns 

 2.56  4.15  3.75 

 Unable to get 
needed care 

 4.01  6.37  4.46 

 Unable to get 
prescription 
for medication 

 4.83  5.45  4.80 

  Data from Bradford DW, Kim MM, Braxton LE, Marx CE, Butterfi eld M, Elbogen EB. Access to 
medical care among persons with psychotic and major affective disorders.  Psychiatr Serv . 
2008;59(8):847-852  
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Figure  2.6 ) [ 52 ], more symptoms (Figure  2.7 ) [ 53 ], worse diabetes control 
(Figure  2.8 ) [ 54 ], greater disability and job loss (Table  2.7 ) [ 55 ], and higher mortal-
ity [ 56 ] than those without. These fi ndings closely parallel a growing number of 
studies in patients with multiple other medical and BH illness combinations.

       Adverse clinical effects of medical and BH illness combinations also negatively 
infl uence total health care expenditures (health care service use) for those with BH 
comorbidity. Table  2.3  has already demonstrated the gross differences in total cost 
on a national level. When health service use is explored at a regional level while 
subdividing patients into various  BH illness      categories, it becomes evident that total 
health resource use is high in medical patients with comorbid BH illness. The 
majority of clinical services used by those with BH conditions are for medical ser-
vices and pharmacy (Figure  2.9 ) [ 28 ]. Only those with psychotic disorders, which 
make up less than 0.5 % of the total population, use almost as many BH services as 
medical. Further, less than 30 % of medications used in comorbid BH patients are 
psychotropic. The potential for cost savings through improved BH care occurs more 
through reduction in spending on general medical services than on BH [ 46 ]. Only 
when physical and BH treatment and support are connected is total health cost 
 lowering possible through improved BH outcomes. This is core to the concept of 
integrated case management.
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  Figure 2.5    Barriers to care created by segregated physical and BH reimbursement (Adapted from 
Kathol RG, Perez R, Cohen JS, The Integrated Case Management Manual, New York, Springer 
Publishing Co., 2010, with permission). Used with permission from The Integrated Case 
Management Manual: Assisting Complex Patients Regain Physical and Mental Health by Kathol 
RG, Perez R, Cohen JS, 2010, Springer Publishing Company. Copyright 2010 by Springer 
Publishing Company       
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      General Medical and Mental Health Interaction in Children 
and Adolescents 

 Physical and mental health multimorbidity in children/youth has similar consequences 
to those found in adults [ 57 – 59 ]. Nearly 7 % of children and adolescents drawn from 
a school-based epidemiologic sample have four or more combined general medical 
and mental health conditions [ 57 ]. This is associated with signifi cantly greater child/
youth impairment of health and well-being on 8 of 12 Child Health Questionnaire 
domains even when compared to children/youth with three or fewer conditions. 

   Table 2.6    Effect of  depression   on healthy behaviors in diabetic patients   

 Self-care activities (past 7 days) 
 No major 
depression 

 Major 
depression 

 Odds ratio  95 % CI 

 Healthy eating ≤1 time/week  8.8 %  17.2 %  2.1  1.59–2.72 
 5 Servings of fruit/vegetables ≤1 
time/week 

 21.1 %  32.4 %  1.8  1.43–2.17 

 High fat foods ≥6 times/week  11.9 %  15.5 %  1.3  1.01–1.73 
 Physical activity (>30 min) ≤1 
time/week 

 27.3 %  44.1 %  1.9  1.53–2.27 

 Specifi c exercise session ≤1 time/
week 

 45.8 %  62.1 %  1.7  1.43–2.12 

 Smoking: Yes  7.7 %  16.1 %  1.9  1.42–2.51 

  Data from Katon W, von Korff M, Ciechanowski P, et al. Behavioral and clinical factors associated 
with depression among individuals with diabetes.  Diabetes Care . 2004;27(4):914-920  

  Figure 2.6    Medication adherence in depressed and nondepressed patients with diabetes (Data 
from Lin EH, Katon W, Von Korff M, et al. Relationship of depression and diabetes self-care, 
medicantion adherence, and preventive care., Diabetes Care, 27:2154-2160, 2004)       
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 Children/youth with chronic  conditions  , such as asthma and cystic fi brosis, who 
have concurrent BH conditions are at greater risk for poor outcomes than those 
without [ 58 ]. Of particular concern is the fi nding that these children/youth not only 
have worse health but that they are less able to participate in age appropriate child/
youth activities [ 59 ]. This is covered in greater depth in Chapter   3    .  

    The Role and Value of  Integrated Physical and BH Complex 
Case Management   

 In Chapter   1    , many forms of patient assistance and support programs were reviewed 
and yet this  Physician’s Guide  cursorily hones in on a discussion of integrated com-
plex case management for those with health complexity. There is a very good reason 

  Figure 2.7    Relationship of depression to diabetic symptoms (Data from Ludman EJ, Katon W, 
Russo J, et al. Depression and diabetes symptom burden. Gen Hosp Psychiatry 26:430-436, 2004)       

  Figure 2.8    Effect of depression on Hb A1c  control in patients with diabetes (Data from Katon W, 
von Korff M, Ciechanowski P, et al. Behavioral and clinical factors associated with depression 
among individuals with diabetes.  Diabetes Care . 2004;27(4):914-920)       
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for this. Patients with health complexity, the 2–5 % of patients that use 50–70 % of 
health resources, are a poorly served population for whom even small efforts to 
improve their care can often lead to health improvement and substantial cost reduc-
tion. For assist and support services to bring value to patients, their treating physi-
cians, and the health system, this is the population with the greatest potential and the 
place to start. 

 Some physicians will be dissatisfi ed with targeting patients with health complex-
ity since the approach selectively excludes those with less complicated health situ-
ations from access to the assist services of trained case managers. Complex and 
integrated complex case management targets a small subset at the expense of the 
majority. There are two ways that we argue the logic of targeting high-cost, high- 
need patients for prioritized case management. 

   Table 2.7    Annual    work days lost and disability bed days for patients with depression and/or diabetes   

 Neither  Diabetes  Depression  Both 

  Work days lost   • 4.5  • 6.3  • 13.2  • 13.1 
 – Odds ratio  (1.0)  (1.5)  (3.08)  (3.25) 

  Disability bed days          
 – Employed  • 2.2  • 3.5  • 7.9  • 23.4 
 – Unemployed  • 6.5  • 8.5  • 23.2  • 45.8 
 – Odds ratio  (1.0)  (1.63)  (4.0)  (5.61) 

  Data from Egede LE. Effects of depression on work loss and disability bed days in individuals with 
diabetes.  Diabetes Care . 2004;27(7):1751-1753  

  Figure 2.9    Annual claims costs for Medicaid patients with and without BH conditions (Data from 
Thomas MR, Waxmonsky JA, Gabow PA, Flanders-McGinnis G, Socherman R, Rost K. Prevalence 
of psychiatric disorders and costs of care among adult enrollees in a Medicaid HMO.  Psychiatr 
Serv . 2005;56(11):1394-1401)       
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 First, if all patients had unfettered access to complex case managers, there would 
need to be a massive increase in trained professionals (both medical and BH) to fi ll 
these roles. Without this, the few that serve the “total population” would need to 
accept that time constraints would not allow delivery of services that would change 
outcomes for even a small number of patients assisted. Perhaps more importantly, 
those with health complexity would fall to the bottom of the assistance ladder since 
they are so complicated and individually take so much time. Thus, by neglecting 
patients with the most health complexity, it severely limits the opportunity to truly 
achieve the three goals of the Triple Aim. Patients with health complexity would 
largely remain unhelped. 

 The second and more substantial argument is that by prioritizing patients with 
health complexity for complex and integrated complex case management interven-
tions, health plans, care delivery systems, and others running case management pro-
grams are more likely to realize clinical and economic value with the potential for 
return on investment (ROI). Even when patients with health complexity are tar-
geted, there are usually more patients than the number of case managers available to 
assist with their care. Thus, it makes sense to focus on assisting those for whom the 
greatest benefi t can be derived. Presuming that this leads to clinical and economic 
success, the number of case managers can be expanded to serve a greater percentage 
of the population over time. 

 Data above  substantiate   that the presence of medical and BH comorbidity have 
unfavorable clinical and cost consequences. Unless the implementation of inte-
grated complex and complex case management can alter clinical and cost outcomes 
to a greater extent than is available in today’s “standard care” clinical service deliv-
ery settings then it is not worth the effort to undergo the signifi cant changes neces-
sary for the development of specialized case management services. This is a real 
concern since a recent AHRQ review of 109  randomized controlled trials (RCTs)   of 
outpatient “medical” patient health care assistance and support programs, called 
“case management” but containing many studies that were at best low intensity with 
questionable value-added services included, suggests that general application of 
current assist and support methodologies has only moderate evidence of value in 
selected areas of care delivery (Table  2.8 ) [ 60 ]. If, however, approaches to case 
management with targeted outcome changing ingredients are used, such as those 
associated with integrated complex case management, then desired outcomes are 
more likely to occur.

        Value-Based Integrated Complex Case Management 

 Since the late 1990s, evidence indicates that properly constructed case management 
programs can yield health and cost improvements. For instance, Naylor et al. dem-
onstrated that high-risk elderly patients assisted with 4 weeks of proactive multi- 
domain post-discharge case management procedures showed health and cost 
improvements (Table  2.9 ) [ 61 ]. Similar fi ndings have been reported in other 
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populations when using core case management techniques, primarily in patients 
with high need and high cost [ 60 ,  62 – 67 ].

   It was in light of  studies   that have shown clinical and fi scal value to patients that 
integrated complex case management was developed. ICM moved from traditional 
case and complex case management in which the focus was most often on short- term 
assistance in patients with one or more biomedical conditions to a  longitudinal multi-
domain complexity-based approach   (Table  2.10 ) [ 48 ]. In the former, process outcomes 
documented success whereas in ICM clinical and cost outcomes were measured over 
time as patients moved toward graduation and return to standard care.

   Using  integrated complex case management  , early adopters, such as the Hudson 
Health Plan (HHP), found that successes in complicated patients were possible and 
may be robust (Table  2.11 ). Sixty-one of the most complicated patients consistently 
covered by HHP over a 24-month period, over 75 % of whom had both medical and 
BH conditions, demonstrated lower total health care costs, reduced emergency 
room use, greater adherence to treatment recommendations, and improvement of 
multi-domain barriers to improvement.

   Table 2.8    Where we are today (outpatient “medical” assist and support outcomes)—review of 
109 RCTs on >100,000 patients   

 • High evidence 
  – No reduction in: mortality (dementia) or Medicare expenditures 

 • Moderate evidence 
  – No reduction in: problem behavior, delay in nursing home placement (dementia); rate of 

hospitalization (general medical) 
  – Improves satisfaction, focused treatment adherence/self management behaviors, 

caregiver depression, selected diabetes and tuberculosis outcomes 

  Data from Hickam DH, Weiss JW, Guise JM, et al. Outpatient Case Management for Adults With 
Medical Illness and Complex Care Needs. In: Quality AHRQ, ed. Rockville (MD) 2013  

  Table 2.9    Cost savings with 
case management in the high 
risk a  elderly ( post-discharge 
from hospital )  

 • N (CM) = 177; (usual care) = 186 
 • Intervention—4 weeks of proactive multi-domain case 

management after discharge 
 • Improvements (at 24 weeks post-discharge) 

  – Readmissions = 49 vs. 107 ( p  < 0.005) 
  – Hospital days = 1.53 vs. 4.09 ( p  < 0.001) 
  – Readmission costs = $427,217 vs. $1,024,218 

( p  < 0.001) 
  – Total post-discharge costs/patient = $3630 vs. 

$6661 ( p  < 0.001) 

   a High risk =>80 years old; inadequate support; chronic medi-
cal illness; depression; functional impairment; poor health rat-
ing; non-adherence; multiple hospitalizations 
 Data from Naylor MD, Brooten D, Campbell R, et al. 
Comprehensive discharge planning and home follow-up of 
hospitalized elders: a randomized clinical trial.  JAMA . 
1999;281(7):613-620  
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       Integrated Complex Case Management: The Next Generation 

 This chapter  suggests   that there is a subset of patients, i.e., those with health com-
plexity, for which the individualized services provided through ICM managers have 
the greatest potential to lead to health and cost savings, perhaps substantial. Part of 
this is related to their ability to address needs related to not only commonly co- 
occurring cross-disciplinary medical and BH conditions but also to include non-
clinical barriers to improvement as they assist patients stabilize their health. We 
consider this a major contribution to the next generation of value-based, not volume- 
based, health care.     
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    Chapter 3   
 Health Complexity and the Interaction 
Between Physical and Behavioral Health 
Conditions in Children and Youth                     

  Children are not little adults . 

 —World Health Organization, July 2008 

                 Chapter Objectives 

•    To defi ne “health complexity” and its importance in integrated case management 
for children/youth.   

•    To describe the effects of the interaction of comorbid physical and behavioral 
health conditions on clinical and cost outcomes in children/youth with health 
complexity.   

•    To introduce the concept of social determinants of health for children/youth and 
their families.   

•    To summarize the potential for value through multidomain physical and behavioral 
health integrated case management in children/youth with health complexity.      

 Building on the content for adults presented in Chapter   2    , this chapter defi nes health 
complexity in children/youth, examines the interplay between pediatric biological 
and psychological conditions, and discusses the effects of family and social stress 
on health outcomes. As with adults, understanding how these individual factors 
interact and infl uence the health of children/youth provides an important foundation 
for learning the methods and rationale behind the pediatric integrated case manage-
ment (PICM) program. 

  Care integration   has been a focus of pediatric medical service delivery even 
before it became popular in the adult setting. For example, the  Patient-Centered 
Medical Home (PCMH)   originated in pediatrics to help children/youth with chronic 
health conditions better address their health challenges [ 1 ]. In 2002, the PCMH was 
endorsed by the American Academy of Pediatrics as the ideal care delivery system 
for all children/youth [ 2 ]. There are examples nationally of clinical systems that 
have begun incorporating pediatric medical and BH services [ 3 ]. For instance, there 
is emerging evidence supporting improved clinical outcomes for children/youth, 
primarily for adolescents treated for BH conditions—especially depression—in 
integrated primary care settings offering collaborative care services [ 4 ,  5 ]. Other 
integrated models have been developed and are currently in the process of 
 deployment nationally [ 6 ]. 
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 However, as with adults, historically the general medical and BH clinical and 
payment systems for children/youth have been separate, leading to segmenta-
tion of services despite the intent  for   care integration. Pediatrics is just begin-
ning to defi ne meaningful ways to include cross-disciplinary physical and 
behavioral components of health for children/youth, and many programs are 
very early in their development. As a practical matter, children/youth with BH 
problems and their families continue to experience challenges navigating sepa-
rate general medical and BH systems, as well as the community-based supports 
associated with each. 

 Intuitively, there are advantages to treating children/youth with  BH problems   in 
a family-friendly setting—such as their primary care provider’s offi ce—that support 
improved health outcomes. Children/youth may be more willing to engage in BH 
treatment if the facility and staff are familiar to them, and the BH providers from 
whom service is being requested are trusted clinical colleagues who share pediatric 
workspace. Furthermore, given diffi culties with transportation and time away from 
school and work, accessing one convenient location to receive total healthcare is 
benefi cial for families. Finally, given that pediatric medical and BH issues are sig-
nifi cantly infl uenced by traditionally “non-medical” community resources, such as 
schools, public health agencies, fi nancial entitlements, among others, incorporating 
BH services with other medical services has signifi cant potential to lead to better 
outcomes and more effi cient and effective care. 

 In today’s world of pediatrics, integrated medical and BH service is desired but 
generally not present. Thus, PICM managers must recognize that they will be work-
ing largely in a health environment that continues to segregate pediatric from BH 
care for children/youth. The PICM program provides helpful guidance for case 
managers operating in either integrated or other healthcare settings. 

    Health Complexity in Children/Youth 

  Children with Special Healthcare Needs (CSHCN)      are defi ned by the Maternal and 
Child Health Bureau as those who have, or are at increased risk for, chronic condi-
tions affecting physical, developmental, behavioral, or emotional health, resulting 
in increased rates of healthcare service utilization compared to children/youth in 
general (Table  3.1 ) [ 7 ]. The population of  CSHCN   can be conceptualized using 
defi nitional domains that include functional limitations, increased healthcare utili-
zation, chronic health conditions, and family- and child/youth-related service needs 
[ 7 ]. For example, CSHCN may have severe functional limitations and/or may be 
dependent on technology, such as ventilators, feeding tubes, or dialysis machines. 
They may have increased healthcare utilization, have one or more severe chronic 
health conditions, and/or have signifi cant health and social needs that impact family 
functioning [ 7 ]. These domains may overlap contributing to complexity in the child/
youth’s and family’s health-related presentation.
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   Building upon this defi nition of  CSHCN   for clinical and research purposes, the 
 Center of Excellence on Quality of Care Measures for Children with Complex 
Needs (COE4CCN)  , funded by the Centers for Medicare & Medicaid Services 
(CMS) and the Agency for Healthcare Research and Quality (AHRQ), has defi ned 
three levels of childhood medical complexity based on the presence and duration of 
specifi c  ICD-9 conditions   experienced by children/youth: (1) children with  complex 
chronic disease   (C-CD), (2) those with  non-complex chronic disease   (NC-CD), and 
(3) those without chronic diseases (NC) (Table  3.2 ) [ 8 ]. The subgroup of patients 
with C-CD is defi ned by the presence of health conditions affecting  two  or more 
body systems, progressive disorders associated with decreased life expectancy, 
dependence on medical assist devices (technology) continuously for at least 6 
months, and/or malignancies [ 8 ]. The group with NC-CD includes conditions 
affecting a  single  body system, lasting at least 1 year. Non-complex chronic dis-
eases are not progressive, but they may be lifelong with episodes of acute exacerba-
tion [ 8 ]. Finally, non-complex non-chronic diseases include health conditions 
affecting a single body system that are expected to last less than 1 year [ 8 ].

   General medical and BH conditions are included in both the CSHCN and 
COE4CCN defi nitions of health complexity [ 7 ,  8 ]. According to the  COE4CCN  , the 
health status of a child/youth with diabetes mellitus type I and severe depression 
would be categorized as C-CD, whereas that of a child/youth with asthma or anxiety 
alone would be classifi ed as NC-CD. These systems are useful for identifying chil-
dren/youth with special healthcare needs and those who may be at risk for increased 
healthcare service use. 

 The CSHCN and COE4CCN defi nitions provide national standards for identify-
ing children/youth with severe and complex health conditions.    The PICM program 
complements these defi nitions by adding developmental, social, and health-system 
factors that have been shown to infl uence health outcomes and service utilization 
beyond an individual’s disease categories alone. Also the  PICM program   provides a 
method to operationalize these defi nitions into actionable clinical and case management 
goals. Those involved in adult ICM have drawn on the expertise of pediatricians, 
child psychologists and psychiatrists, and pediatric case managers to expand the 
ICM concepts of complexity used in adults by translating them into a complexity 

   Table 3.1    Characteristics of  Children  with Special Healthcare Needs 
(CSHCN)         

 • Children who have, or are at increased risk for, the following: 
  – One/more chronic health conditions 
  – Increased healthcare utilization compared to children in general 
  – Decreased functional ability due to a chronic health condition 
  – Increased family and/or child-related health service needs 

  Data from Simon TD, Mahant S, Cohen E. Pediatric hospital medicine 
and children with medical complexity: past, present, and future. Curr 
Probl Pediatr Adol Health Care, 42(5):113-119, 2012  
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assessment specifi cally designed for children/youth. It was through this approach 
that PICM was fi rst formulated [ 9 ]. 

    PICM-Based Health Complexity in Children/Youth 

  PICM does   not limit itself to the presence and severity of acute or chronic biological 
and/or psychological conditions. It also includes social and health-system-related 
barriers to improvement with which children/youth and their families present. 
Children/youth may have measureable high health complexity, typifi ed by:

     1.    Multiple general medical conditions, multiple psychiatric conditions, or a com-
bination of the two   

   2.    Signifi cant social, school, or family issues   
   3.    Problems related to healthcare access   
   4.    Other factors among the 25 items identifi ed through the Pediatric Integrated 

Case Management-Complexity Assessment Grid (PICM-CAG) (Table  3.3 )    

  Like the adult ICM program, the PICM program was developed using a com-
plexity platform, which has the benefi t of including traditional biological and 
psychological- related illness factors as well as non-traditional “non-clinical” 
factors that are associated with negative health and cost outcomes for children/
youth and their families. Addressing identifi ed barriers to improvement that extend 
beyond traditional illnesses are considered as important as direct disease interven-
tion. Ultimately, the goal is health stabilization and decreased service-related costs, 
but PICM believes that this is attenuated when  interfering   personal and life circum-
stances prevent follow-up though on health-focused treatment. 

   Table 3.2    Childhood medical complexity         

 • Complex chronic disease (C-CD)—any of the following: 
  – Health conditions affecting two or more body systems 
  – Progressive disorders associated with decreased life expectancy 
  – Continuous dependence on medical assist devices for >6 months 
  – Malignancies 

 • Non-complex chronic disease (NC-CD)—both of the following: 
  – Non-progressive health conditions affecting 1 body system 
  – Lasting at least 1 year 

 • Non-complex non-chronic (NC)—both of the following: 
  – Non-progressive health conditions affecting 1 body system 
  – Lasting less than 1 year 

  Data from Simon TD, Cawthon ML, Stanford S, et al. Pediatric medical 
complexity algorithm: a new method to stratify children by medical com-
plexity.  Pediatrics . 2014;133(6):e1647- 1654  
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 Chapter   2     defi nes ICM- based   adult health  complexity   as the  interference with the 
achievement of expected or desired health and cost outcomes due to the interaction 
of biological, psychological, social, and health-system factors when patients are 
exposed to standard care delivered by their doctors.  This defi nition applies equally 
well to children and youth. The term  “standard care”   in this defi nition refers to tra-
ditional medical care that focuses on physical or BH problems to a greater extent 
than health system and social problems. It is primarily, if not exclusively, delivered 
by treating practitioners. 

 Standard care, with its biomedical focus, does not consistently address life cir-
cumstance challenges even though they may be major contributors to persistent 
poor health and high service use. Additionally, the divide between medical and BH 
assessment and treatment often leads to one or the other of these being neglected or 
inadequately treated. As will be discussed later in this chapter, general medical, BH, 
clinical, and non-clinical factors often coexist and interact. To achieve maximal 
health and economic outcomes, each should be addressed in a cohesive and coordi-
nated fashion. 

 Using the  PICM-CAG  , categorization of chronic physical and BH conditions 
with their related functional limitations conforms largely to the defi nitions  previously 
described for CSHCN and the COE4CCN. However, the PICM-CAG incorporates 
other components that infl uence health and economic outcomes, including prob-
lems related to health insurance, school attendance and performance, coping mech-
anisms, access to transportation, history of abuse/trauma, housing safety and 
stability, and caregiver functioning. 

 Use of the PICM-CAG is similar to use of the ICM-CAG in the adult ICM pro-
gram. It helps PICM managers identify actionable child/youth- and family-centric 
barriers, the ways in which they interact, and the priority that should be given to 
them as a care plan is developed. The PICM-CAG literally paints a picture showing 
the elements that impede progress toward positive health outcomes.  By   guiding 
PICM managers through the identifi cation and  then   methods for addressing multi-
domain barriers, the PICM program supports health systems in addressing the total 
health needs of children and youth.   

    Association of Medical Complexity in Children/Youth 
with  Healthcare Utilization and Quality of Life   

 The population of children/youth with health complexity is increasing as a result of 
continued improvements in the treatment of previously life-threatening conditions, 
such as prematurity, cerebral palsy, and cystic fi brosis. Given their health- and 
service- related needs, children/youth with health complexity demand increased 
attention by clinical providers and the health system to ensure maximum function 
and a productive extended quality of life.  

 As described in the defi nition of CSHCN, studies show that children/youth with 
health complexity use substantial healthcare services. In 2000, CSHCN comprised 
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an estimated 16 % of children/youth younger than age 18, but accounted for 41 % of 
total pediatric medical expenditures (Table  3.4 ) [ 10 ]. 

 Compared to children/youth without special healthcare needs, CSHCN have an 
estimated 3–10 times increase in medical expenditures driven mainly by higher uti-
lization of inpatient care [ 11 – 15 ]. The most frequent  diagnoses   associated with 
inpatient treatment for CSHCN include complications related to the cardiovascular 
and pulmonary systems [ 12 ]. Other substantial sources of healthcare expenditures 
for CSHCN include physician costs, prescription medication costs, and non- 
physician services, such as in-home healthcare [ 11 ,  12 ]. 

 The  COE4CCN classifi cation system   predicts healthcare utilization based on 
increasing levels of medical complexity. Specifi cally, individuals in the C-CD cat-
egory have been shown to have higher healthcare service use compared to those in 
the NC-CD and no chronic disease categories [ 8 ]; however, the subgroup of chil-
dren/youth with NC-CD has less predictable healthcare service utilization, likely 
related to the episodic nature of exacerbations of their chronic illness [ 8 ]. 

 A national study of  Medicaid BH utilization and expenditures   for children/
youth in 2005 revealed that an estimated 9.6 % of Medicaid children/youth used BH 
services, but accounted for 38.4 % of total pediatric healthcare spending [ 16 ]. For 
children/youth who used BH services, total spending on BH and physical health 
services was high, an estimated $8520 per member per year [ 16 ]. These costs 
were driven mainly by BH service utilization, except for children/youth receiving 
Supplemental Security Income (SSI) disability whose physical health service use 
was slightly higher [ 16 ].  BH services   representing the highest levels of expenditure 
 included   residential treatment, outpatient treatment, and psychotropic medications. 
Adolescents were the most likely to use high-cost services, such as residential treat-
ment, inpatient care, and emergency care. 

 When compared to children without special healthcare needs, the health-related 
quality of life for CSHCN and their families is poor, particularly for CSHCN with 
psychiatric conditions [ 17 ,  18 ]. Out-of-pocket expenditures for families of CSHCN 
with private insurance may be substantial. Parent/caregiver employment and fi nancial 
solvency may be compromised given the demands associated with supporting their 
child/youth’s healthcare needs [ 11 ,  19 ,  20 ]. Financial stressors may be particularly 
challenging for those caring for children/youth with BH conditions [ 21 ,  22 ], possibly 
related to the traditional lag of fi nancial support for behavioral services compared to 
general medical conditions. Families of children/youth with developmental disorders, 
including autism spectrum disorders, report problems accessing referrals and experi-
ence signifi cant unmet healthcare needs [ 22 ,  23 ]. In general, families of CSHCN 

   Table 3.4    Health service use for youth with health complexity         

 • 16 % of youth under 18 years old qualify as CSHCN, but account for 41 % 
of pediatric medical expenditures 

 • 9.6 % of Medicaid youth use BH services, but account for 38.4 % of 
pediatric Medicaid spending 

  Data from Chevarley, AHRQ,  2006   
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report challenges related to coordination of services given by the multiple specialists 
involved in the care of their children (personal communication [KHK], Massachusetts 
Health Quality Partners Task Force on Care Coordination). 

 To date, there are no studies that assess the association of PICM-CAG-based 
complexity and either cost or quality of life for children/youth with health complex-
ity. Since the PICM-CAG parallels, albeit expands, the CSHCN and COE4CCN 
conceptual frameworks, one would expect that cost and quality of life fi ndings in 
the studies above would be similar, but confi rmation awaits future study. What is 
important about the addition of the PICM-CAG approach is that it, as with the adult 
version, disentangles actionable barriers to improvement for children/youth and 
their families in a way that is not possible with the CSHCN and COE4CCN 
approaches. Thus, use of the PICM-CAG even in children/youth  defi ned   using these 
two studied approaches, will likely bring value in terms of opportunities for inter-
vention and outcome change.  

    A Case  Example  : Lokandra 

 Lokandra would be considered complex according to the defi nitions of both CSHCN 
and COE4CCN. As described previously, however, the PICM program allows phy-
sicians and PICM managers participating in her care to move beyond these defi ni-
tions to actionable steps for improving health. As we discuss the interactions 
between medical illness, psychological conditions, social stressors and health- 
system barriers, we can draw upon Lokandra to illustrate the value that an instru-
ment, such as the PICM-CAG, can contribute for thinking about how to approach 
the risk factors creating health complexity in this 16-year-old girl. Her case illus-
trates the importance of interactions among multiple factors affecting health in chil-
dren/youth. 

  Lokandra is a 16-year-old African-American girl with a history of posttrau-
matic stress disorder (PTSD) due to severe physical abuse and neglect by her bio-
logical mother, major depression, obesity, anemia due to uterine fi broids, and 
likely obstructive sleep apnea (OSA) due to large tonsils and obesity. Lokandra 
receives primary care and BH treatment at a community health center across town 
from where she lives. Her primary care provider and psychiatrist communicate 
regularly and share an electronic medical record, but there are delays in commu-
nication among providers at the community health center, outside therapists, and 
medical specialty physicians.  

  Approximately 1 year ago, Lokandra’s maternal grandmother was given physi-
cal and legal custody of Lokandra. At that time, her pediatrician referred Lokandra 
for mental health services when Lokandra’s grandmother was “fed up” with 
Lokandra’s oppositional behavior, particularly as she talked back to her grand-
mother and was doing poorly in school. Lokandra’s    grandmother     was considering 
having her returned to the custody of child protective services (CPS).  
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  Following mental health referral, Lokandra’s psychological and behavioral issues 
continued to escalate. She presented to the emergency department four times in 3 
months and was admitted to a psychiatric hospital twice due to suicidal thoughts. On 
one occasion, it took 10 days residence in the emergency department before a bed in 
a psychiatric inpatient facility became available. Lokandra was insured by the state 
Medicaid program, for which she qualifi ed based on the family’s income.  

  Lokandra was in 11th grade, but she was failing several classes. She arrived at 
school late and often did not complete her homework. She had few friends or social 
outlets, and she was continually arguing with family members. Ultimately, 
Lokandra’s grandmother felt overwhelmed in caring for her, and Lokandra was 
returned to the custody of CPS.  

  Legal and physical custody was then transferred back to Lokandra’s biological 
mother. Lokandra did not communicate with her grandmother after her grand-
mother relinquished custody. Both Lokandra’s grandmother and her biological 
mother have mental health and physical health problems of their own. Further, both 
received minimal support from family members and neighbors for childcare.  

  When living with her biological mother, Lokandra missed several mental health 
and primary care appointments. This was due, in part, to diffi culty in navigating a 
complicated series of bus transfers (three separate buses) to reach Lokandra’s 
health center from her mother’s address and, in part, to distrust of the medical pro-
viders who were involved when Lokandra lived with her grandmother. Lokandra 
and her family had not continued to engage in individual or family therapy services 
since moving away from her grandmother’s. Lokandra also stopped taking her psy-
chiatric medications. On the physical health side, Lokandra did not attend her sleep 
study, which had been scheduled to evaluate her for OSA. She continued to experi-
ence persistent anemia, presumably due to untreated uterine fi broids.  

  Lokandra    was     referred to the PICM program by her pediatrician and BH provid-
ers due to multiple non-improving physical and BH issues; the family’s diffi culty in 
assuring care continuity, e.g., appointment attendance and medication adherence; 
poor school performance; and poor social functioning.   

    The Interaction Between Physical and Behavioral Health 
Conditions in Children/Youth 

 As demonstrated by Lokandra, general medical and BH symptoms/conditions in 
children/youth may interact and synergistically contribute to  increas  ed health com-
plexity (Table  3.5 ). Common ways in which this occurs fall into several categories, 
including:

•     Psychosomatic conditions  
•   Co-occurring conditions  
•   Psychological factors exacerbating physical conditions  
•   Physical conditions or their treatment causing/exacerbating psychological conditions  
•   Psychological adverse events leading to physical problems    
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 Regardless of the type of connection that physical and psychological symptoms/
conditions have, unless both are systematically addressed in the children/youth 
experiencing them, concurrent illness can persist, health complications related to 
base illnesses increase, developmental and school performance suffer, and use of 
health services escalate. 

  Psychosomatic symptoms  , defi ned as physical symptoms with a psychological 
origin, are common in children/youth. Anxiety in children/youth often presents with 
headaches and stomachaches, potentially interfering with their ability to attend 
school or participate in age-appropriate social activities. Functional abdominal pain, 
a cluster of painful bowel conditions in which no general medical etiology is identi-
fi ed, affects an estimated 8 % of children/youth and may contribute to signifi cant 
healthcare  costs   due to diagnostic tests and interventions [ 24 ]. Ineffective coping 
skills and stress have been associated with functional abdominal pain in children/
youth [ 24 ,  25 ]. Since these children/youth may respond to psychological therapy 
and/or antidepressant medications for this and other psychosomatic conditions, it is 
important to make the link between the physical presentations and the underlying 
psychological distress. 

 As with adults, general medical and psychological conditions commonly co- 
occur.  BH conditions   associated with physical comorbidities in children/youth 
include depression, anxiety, oppositional defi ant disorder (ODD) and conduct disor-
der [ 26 ]. In a study of high-risk children/youth receiving services in the public sec-
tor, a diagnosis of mood disorder was signifi cantly associated with respiratory and 
infectious diseases, whereas ODD and conduct disorder were associated with 
adverse health effects due to risk-taking behaviors such as substance abuse [ 26 ]. 
This study and others have noted signifi cant associations between anxiety disorders 
and respiratory conditions, such as asthma in children/youth [ 26 ,  27 ]. As with 
adults, these correlations may be related to potentially synergistic and bidirectional 
alterations in immune function caused by either physical or psychological condi-
tions, common environmental factors contributing to the pathogenesis of both con-
ditions, and/or other unknown factors [ 28 ]. 

  Psychological issues   can exacerbate acute or chronic general medical conditions. 
As adolescents with type-I diabetes mellitus embark on the normal developmental 
tasks of gaining independence and autonomy, some reject their routines for medi-
cally managing their blood sugar and present with poor glycemic control. Similarly, 
adolescents with diabetes and eating disorders may attempt to control their weight 

   Table 3.5    The  medical and psychological interaction     

 Types of interaction  Example 

 Psychosomatic  Functional abdominal pain 
 Co-occurring medical & BH conditions  Asthma and anxiety 
 Psychological factors exacerbating medical illness  Depression with diabetes mellitus 
 Physical conditions/treatments causing/
exacerbating BH conditions 

 Cancer leading to depression 

 Psychological event: chronic illness association  Adverse childhood events associated with 
chronic illness in adulthood 
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by neglecting insulin management. Depression in adolescence has also been associ-
ated with elevated hemoglobin A1c, possibly due to poor medication adherence [ 29 ,  30 ]. 
Alternatively, psychological maturity in adolescence, defi ned as showing self- 
 reliance   and self-control, is associated with improved metabolic control [ 31 ]. 

 General medical conditions can also lead to psychological problems. Immune 
mediators in cancer, as well as oncology treatment itself, have been associated with 
mental health problems in children [ 32 ,  33 ]. Although children generally demon-
strate remarkable resiliency, having a chronic illness, such as diabetes or sickle cell 
anemia, requires frequent medical appointments and is associated with painful 
experiences and procedures. These may affect a child’s development due to stress 
and real or perceived social isolation. Thus, children with chronic medical condi-
tions may have psychological vulnerability, potentially increasing the risk of mental 
health problems. 

 Finally, early psychological experiences have a known association to the devel-
opment of general medical conditions. In the landmark study about Adverse 
Childhood Events ( ACEs)  ,    a direct correlation was found between  trauma   in child-
hood and physical illness in adulthood [ 34 ]. Adverse childhood events were catego-
rized as: (1) exposure to psychological, physical, or sexual abuse; (2) violence 
against a child/youth’s mother; and/or (3) living in a household where inhabitants 
were substance abusers, had mental illness or suicidal thinking, or had ever been 
imprisoned [ 34 ]. There was a signifi cant linear association between the number of 
ACEs experienced and common chronic illnesses in adulthood including cancer, 
heart disease, and type-2 diabetes mellitus [ 34 ]. 

 The authors and others [ 34 ,  35 ] have posited that early childhood trauma leads to 
psychological stress and unhealthy coping methods, such as substance abuse and 
risk-taking behaviors [ 36 ], resulting in poor health. However, other studies have 
found that mental health conditions and potential subsequent unhealthy behaviors 
do not explain correlations between early-life trauma and chronic health conditions 
in adulthood, suggesting a direct correlation between early-life trauma and chronic 
health conditions in adulthood [ 37 ,  38 ]. It is possible that neurochemical factors 
associated with chronic stress negatively impact end-organ function [ 39 ,  40 ], but 
research into these potential causal mechanisms is ongoing. 

     Sickness Behavior   

 In both children and adults,  “sickness behavior”   describes the ways in which indi-
viduals interpret and respond to physical sensations. Pain, for example, is a physical 
symptom that usually indicates a current or impending problem requiring attention. 
However, individuals’ cognitive responses to pain vary signifi cantly. At the 
extremes, some may ignore pain even to the point of avoiding important medical 
interventions, whereas others may interpret minor physical discomfort as a sign of 
serious illness [ 24 ]. 
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 The consequences that occur when an individual views pain as dangerous include 
seeking medical attention, taking time away from regular tasks, and gaining atten-
tion from others. Problems also arise when individuals experience chronic pain that 
is not amenable to medical treatment, as they may continue to seek medical atten-
tion and relief from their condition(s). This can lead to unnecessary procedures and 
medical treatments, increasing healthcare costs and time away from school and 
social engagements. 

 By interacting with the child/youth in ways that do not promote improved func-
tionality, families can exacerbate disability due to sickness behavior and may advo-
cate for and support expensive, yet unnecessary, medical procedures. In these cases, 
psychological treatments to reframe the child/youth and family’s cognitive and 
behavioral responses to a child’s physical sensations may signifi cantly alter health 
preoccupation and reduce healthcare service use.  

    Social Determinants of Health 

 There are  several   social factors, such as income, education, and race/ethnicity that 
have been shown to impact individual  and   population health (Table  3.6 ). Poor health 
has been associated with such factors as poverty, limited healthcare insurance, psy-
chosocial stress, poor access to providers, neighborhood effects, and poor social 
cohesion. Research into causal links between environment and health, as well as 
potential interactions between the individual social determinants, is ongoing.

   Children living in  low-income families   are less likely than children living in 
high-income families to be insured [ 41 ]. Compared to higher-income and insured 
children, lower-income and uninsured children have lower healthcare utilization 
and expenditures, are less likely to have a usual source of healthcare, and are more 
likely to access health assistance through the Emergency Department [ 41 – 43 ]. 
Insurance type and status directly impacts access to physical and mental healthcare 
[ 44 – 46 ], as the type and scope of health treatment a child can receive is often deter-
mined by the provider network and payment by insurance carriers. According to 
studies using data from the Medical Expenditure Panel Survey (MEPS) and the 
Healthcare Cost and Utilization Project (HCUP),  during   the period from 2000 to 
2009, the percentage of uninsured children decreased. There was a simultaneous 
increase in the use of healthcare for this population [ 43 ]. Since appropriate health-
care utilization may contribute to improved health outcomes, children’s insurance 
status may directly impact their health. 

   Table 3.6    Selected  list   of social 
determinants of health in youth         

 • Income 
 • Education/health literacy 
 • Race/ethnicity 
 • Neighborhood 
 • Social cohesion and capital 
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 Being insured, however, is only part of the story. For  BH care  , even insured 
children/youth of families with lower incomes may have access to fewer BH pro-
viders. A high percentage of BH providers do not participate in insurance com-
pany provider networks due to hassle and low payment issues [ 47 ]. This reaches 
nearly 50 % for Medicaid products [ 48 ] that are the insurance vehicle through 
which most high- need children are covered (Fig.   2.4    ). As described in Chapter   2    , 
however, fewer than 20 % of pediatricians opt out of Medicaid. This means that 
out-of-pocket expenses, for BH care in particular, make it an impossible option 
for children/youth with families on limited budgets. 

  Education   has a signifi cant positive impact on health: (1) directly due to improved 
health literacy and lifestyle factors and (2) indirectly as a marker of income, self- 
suffi ciency, and/or access to resources. Higher level of household education has 
been associated with breastfeeding during infancy [ 49 ], lower rates of asthma [ 50 ], 
decreased obesity [ 51 ], and lower rates of substance abuse [ 52 ]. Children of parents 
who have graduated from high school are more  likely   to graduate themselves, pos-
sibly contributing to improved personal health outcomes in adulthood. 

 Compared to individuals of Caucasian descent, at all socioeconomic levels, those 
from African-American heritage have lower life expectancy, earlier onset of dis-
ease, more severe disease, and increased rates of adverse obstetric outcomes [ 53 ,  54 ]. 
 Minority children   have lower healthcare utilization, in part, due to a lower propor-
tion having healthcare insurance [ 42 ]. However, when insured, minority children 
are more likely to receive public insurance, and these children also have lower 
healthcare utilization compared to non-minority children with public insurance [ 42 ]. 
Although the associations between race/ethnicity and decreased healthcare use are 
well-established, the etiological pathways are complex and likely diverse. 

  Neighborhoods   also may have a signifi cant impact on health. Availability of 
healthy food and the ability to walk and exercise depend on the structure and safety 
of neighborhoods [ 55 ]. Community resources, including afterschool programs and 
health services, depend on the geographical location in which children live. 
Transportation, particularly for families that do not have access to personal automo-
biles, such as Lokandra, can be a signifi cant factor infl uencing receipt of healthcare 
services for children. Finally, family stress and BH may be infl uenced by housing 
and neighborhood effects, such as community violence [ 56 ], directly impacting the 
mental and physical health of children/youth. 

  Social capital   can be defi ned by social cohesion, i.e., social capital is the avail-
ability of resources to members of closely related communities and/or by social 
networks that depend on individuals’ connections with others [ 57 ]. Social capital 
has been shown to infl uence individual mortality, as well as health outcomes related 
to children/youth with behavior issues, education, occupational productivity, public 
health, and others [ 57 ]. Social capital is thought to infl uence health through shared 
information on health-related topics, social infl uence on health-related behavioral 
norms, relay of access to local health- related   services, and positive psychological 
effects of increased social support [ 57 ]. For example, communities with high social 
capital may have improved health outcomes due to the collective impact of indi-
viduals sharing information about health issues and local resources, as well as pro-
viding social support to ease isolation and distress. 
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 There are many social and political factors that may infl uence health. As 
discussed above, the child/youth’s social context has a signifi cant impact on his/
her ability to receive and engage in health services. Traditionally, the healthcare 
system focuses narrowly on clinical aspects of disease and treatment, but for 
many children/youth and families, non-clinical aspects may infl uence health to a 
greater extent. For example, children/youth with asthma who are living in sub-
standard housing may have greater exposure to asthma triggers, resulting in more 
frequent exacerbations, complex medication regimens, and hospitalizations. By 
addressing the substandard housing, the treatment regimens for these children/
youth may be simplifi ed, resulting in improved overall health and decreased 
healthcare expenditures.  

     Illness Interactions and Social Context   for Lokandra 

  Lokandra’s medical and psychological conditions were intertwined, requiring a 
dual and comprehensive approach to both. She had multiple medical conditions, 
including obesity, likely OSA, and anemia presumably due to uterine fi broids. She 
also had multiple BH conditions including PTSD and major depression. Her medi-
cal conditions may have caused fatigue exacerbating social withdrawal and depres-
sion. Similarly, her BH conditions and their treatment may have exacerbated her 
obesity. Finally, given the research on ACEs described previously, based on 
Lokandra’s history of severe abuse and neglect, she was at signifi cant increased risk 
for chronic medical conditions in adulthood. Lokandra has had high utilization of 
the healthcare system with multiple episodes of inpatient psychiatric treatment, 
emergency department visits, outpatient care, and diagnostic tests and procedures 
to treat her physical and BH conditions.  

  Lokandra had multiple “non-clinical” barriers to health improvement as well. 
Her family had limited fi nancial resources, she was enrolled in public insurance, 
she was a member of a racial minority, her family used public transportation, and 
her family and neighborhood exhibited poor social cohesion. Each of these social 
determinants put Lokandra at increased risk of problems in accessing care and for 
poor health outcomes. Lokandra was at the developmental stage of gaining inde-
pendence, yet she remained dependent on her caregivers who demonstrated limited 
capacity to provide needed support. In addition to her physical and BH complexity, 
these social and health-system barriers also needed to be addressed for her to 
achieve health improvement.  

  It is no wonder that Lokandra’s physical    health    conditions went undiagnosed 
and untreated for over a year and she made little progress related to weight loss. 
When she remained connected to her mental health and primary care providers, her 
symptoms improved, but the course was tenuous and easily disrupted by ongoing 
stressors and frequent non-attendance.    
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    An Introduction to Addressing Health Complexity 
in Children/Youth 

 Several clinical service models, including the  PCMH   and the  Chronic Care Model 
(CCM),       have   been developed to address the needs of children/youth with health 
complexity [ 6 ,  7 ,  58 ]. Each of these models focuses on family-centeredness and 
care coordination to support the multiple needs of families presenting with health 
complexity. Medical service integration has shown moderate success in improving 
health outcomes and reducing medical expenditures for CSHCN [ 59 ,  60 ]. The pedi-
atric PCMH also has demonstrated success in improving child functional outcomes 
and family coping [ 61 ]. As a result, the Maternal and Child Health Bureau and the 
American Academy of Pediatrics have endorsed the implementation of the PCMH 
for all children/youth [ 58 ]. 

 The  pediatric ICM program     , given its consideration of issues associated with the 
biological, psychological, social, healthcare and family/caregiver systems that may 
infl uence a child/youth’s health, provides a framework for case management that 
can be incorporated into the PCMH and CCM for children/youth with health com-
plexity. As will be described in Chapter   5    , during the initial evaluation by the PICM 
manager, information is systematically obtained on the current and past history of 
physical and behavioral health symptoms with which children/youth present, as 
well as on social support, academic progress and access to healthcare. These items 
receive a hierarchical score with increasing “anchored” points identifying issues for 
which prioritized attention should be given. An analysis of caregivers’ health status 
and social support is also included in the PICM evaluation, and in some situations, 
caregivers may be assigned an adult ICM manager if their needs are more complex 
than can be managed by the child/youth’s PICM manager alone. The primary 
responsibility of the PICM  manager   is to the child/youth, though assisting the par-
ent/caregiver may facilitate more rapid return to health stability. 

 Many of the items with high scores are interrelated, and interacting items can 
contribute to health complexity. These connections are incorporated into goal set-
ting and actions performed to achieve objectives as a part of prioritized care plans. 
Families and PICM managers may fi nd that as particular items resolve, other items 
may improve as well because the interactive component has been removed. 

 Biological, psychological, social, and health-system problems are treated with 
equal importance, recognizing that any of these factors can represent a signifi cant 
barrier to health. For instance, if the child/youth’s family does not have stable hous-
ing (a non-clinical barrier), it makes it unlikely that prescriptions will be fi lled or 
appointments kept. In these situations, the “social” situation is addressed fi rst; antic-
ipating that adherence to treatment recommendations will improve as safe housing 
is found. 

 Children/youth with chronic physical illness and developmental disorders may 
need special support and accommodations to function at school, home and in their 
communities, such as health aides; individualized education plans; and intensive 
occupational, physical and/or behavioral therapies. Without such support, children/
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youth may not have the opportunity to achieve academically and socially at the 
same pace or level as their typically developing peers. Time away from school and 
social activities due to medical appointments may negatively impact progress, and 
thus these children/youth may need special assistance to achieve developmental 
milestones. 

 Similarly, children/youth with  cognitive and BH conditions   may have reduced 
ability to participate in academic and community programming. Children/youth 
with school refusal due to anxiety, learning disability and/or substance abuse often 
present a clinical conundrum, specifi cally to determine the appropriate support and 
external motivation required to promote academic achievement. This is particularly 
challenging when caregivers feel overwhelmed and incapable of reinforcing age- 
appropriate engagement in school and social activities. Often these complexities 
result in children/youth missing weeks or even months of school, which may have a 
signifi cant negative impact on their development. Children/youth who act out or 
demonstrate delinquent behavior due to BH conditions also represent a group that is 
at risk for poor academic achievement and impaired function as adults. 

    A Return to Lokandra 

 Lokandra provides a good example of how the PICM care process works from the 
initial interview to graduation. We will now use it to  discuss   challenges and impor-
tant considerations when evaluating and engaging families in the PICM process. 

    Initial PICM Evaluation and Completion of the PICM-CAG 

  Lisa, the PICM manager assigned to Lokandra spent 45 min with Lokandra and her 
mother together, and another 15 min each with Lokandra and her mother individu-
ally on the day she was referred. Lokandra’s practitioners told Lisa about the prob-
lems with missing appointments so she made a special effort to fi nd a place in her 
day for the assessment. At the completion of Lisa’s face-to-face interviews, it was 
possible to anchor Lokandra’s PICM-CAG at a total score of 54 (Table    3.7   ). 
Anything over 40 would be considered high.  

   Red and orange scores, representing complexity items with a higher need for 
early intervention, predominate. Those that can be linked, as discussed above, 
should be. Individual highly anchored items, however, without connection to other 
items will also drive a prioritized care plan. While Lokandra has health complexity 
as noted by the total score, it is possible to establish where to begin by looking at 
individual item scores and their connections.  

  A week after    Lisa     completed the PICM-CAG; she shared it with Lokandra and 
her mom at a home visit. This allowed her to: (1) explain the role she could play 
in assisting Lokandra and her mom with challenges that they faced in helping 
Lokandra get better, (2) confi rm that she correctly scored PICM-CAG items, (3) 
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collaboratively initiate the care plan with Lokandra and her mom, and (4) 
answer additional questions. She indicated that she would be working with them 
and Lokandra’s clinicians until Lokandra’s situation stabilized. Lokandra and 
her mother were willing to give it a try but were skeptical since practitioners and 
the health system had abandoned them so many times in the past.    

    Care Plan Based on  PICM-CAG Complexity Items   

  Lokandra’s PICM-CAG scores informed the way that her care plan was developed 
(fi rst three columns of Table   3.8  ). The care plan itself includes individual and    col-
lective     barrier identifi cation (Table   3.8  , column 1), assistance goals (Table   3.8  , col-
umn 2), and the actions needed to achieve them (Table   3.8  , column 3). The numerous 
BH emergency room visits and inpatient hospitalizations had precipitated 
Lokandra’s entry into PICM, thus, Lisa knew that BH issues had to be high on the 
assist and support agenda. These were also contributing to poor engagement of 
Lokandra and her mother in addressing her physical health problems. 

    For Lokandra, there were a number of immediate “health” risks that needed 
attention, but her personal future was also in jeopardy. She was at a formative point 
in her adolescent development. Unless help arrived, she was at risk of not graduat-
ing from high school, living with poorly developed interpersonal skills, and using 
non-productive problem solving to address her future life problems. Lisa added 
school issues and social skills development to her initial care plan.   

   

Baseline HEALTH RISKS AND HEALTH NEEDS

Lokandra HISTORICAL CURRENT STATE VULNERABILITY

Total Score = 54 Complexity Item Score Complexity Item Score Complexity Item Score

Biological
Domain

Chronicity
HB1

3 Symptom Severity/Impairment
CB1

2
Complications and Life Threat

VB
2

Diagnostic Dilemma
HB2

1 Diagnostic/Therapeutic Challenge
CB2

3

Psychological
Domain

Coping with Stress
HP1

3
Treatment Adherence

CP1
2

Learning and/or Mental Health
Threat

VP

Mental Health History
HP2

3

Mental Health Symptoms
CP2

3
Cognitive Development

HP3
0 2

Adverse Developmental Events
HP4

3

Social
Domain

School Functioning
HS1

3 Residential Stability 
CS1

1

Family/School/Social System
Vulnerability

VS

Family & Social Relationships
HS2

3
Child/Youth Support

CS2
2

2
Caregiver/Parent Health and

Function
HS3

Caregiver/Family Support
CS3

2
2

School & Community Participation
CS4

3

Health System
Domain

Access to Care
HHS1

2
Getting Needed Services

CHS1
3

Health System Impediments
VHS 2

Treatment Experience
HHS2

1 Coordination of Care
CHS2

1

  

  Table 3.7    Lokandra’s pediatric integrated case management-complexity assessment grid  
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    Care Plan Outcomes 

  Lisa recorded    outcomes     of her interaction with Lokandra and her mother on the 
Care Plan Outcome (CPO) template used with PICM (Table   3.8  —essentially adds 
a fourth column to the care plan). After 2 months, Lokandra and her mother were 
forming a meaningful working relationship for the fi rst time through the indirect 
assistance of Lisa. Lisa was not involved in setting up the Individualized Educational 
Program (IEP), performing any of the therapies, or participating in community-
based activities; nonetheless, without Lisa, Lokandra and her mother would have 
had great diffi culty in getting things started and following through. Lisa used her 
clinical expertise and experience to guide her care plan course of action with and 
on behalf of the family.  

  Lisa fi rst helped Lokandra and her mother identify barriers to accessing care, 
including transportation and fi nding childcare for Lokandra’s siblings. Lisa pro-
vided educational materials to Lokandra and her mother about Lokandra’s medical 
and BH conditions and helped them schedule diagnostic and therapeutic appoint-
ments. Together they addressed these and other barriers. As a result, Lokandra was 
able to attend most medical and BH appointments. Lisa also encouraged Lokandra 
and her mom to identify and start doing some enjoyable things together.  

  With Lisa’s help, Lokandra’s mother requested an evaluation for an IEP through 
Lokandra’s school. Through it, Lokandra received increased academic and behav-
ioral support at school. She also was signed up for summer school to address the 
losses and delays accumulated during her junior year.  

  Lisa was a listening ear for Lokandra and her mother who discussed concerns 
about Lokandra’s psychiatric medications and treatment providers. She was able to 
help with provider communication. Lokandra’s medication regimen was simplifi ed 
and she became adherent to therapy appointments. By the end of the second month, 
Lokandra joined a gym. She identifi ed exercise classes, like Zumba, that she enjoyed 
attending.   

    Patient-Centered ICM Performance (PCIP) 

 It is important to consider clinical and patient-centered outcome measures to track 
progress for individuals enrolled in PICM. As discussed in previous chapters, 
patients who are not getting better may require changes in their care plans, includ-
ing changes in approaches to treatment by their practitioners, before they demon-
strate improvements in meaningful outcome measures. Documentation of 
health-related clinical, functional, satisfaction, quality of life, and fi scal outcomes 
ultimately leads to program support and sustainability. This starts with the personal 
goals of the child/youth and family. 

  Clinical outcomes   depend on the child/youth’s medical and BH conditions, and 
evaluation and tracking of clinical outcomes are supported by laboratory data, 
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objective measures, and validated rating scales. Given the PICM manager’s exper-
tise, clinical outcomes are often identifi ed by the PICM manager working in con-
junction with the child/youths’ treatment team and the PICM Medical Director. 
Still, it is important for the PICM manager to describe and engage the child/youth 
and the family to understand and support clinical measures and their outcomes. 

  Functional outcome   measures for youth with physical disabilities and/or debili-
tating medical conditions may include the physical repair and improvement in use 
of previously affected physiological systems. For example, with mechanical assist 
devices and physical therapy, a child/youth with cerebral palsy may gain the ability 
to walk independently while proper percussion and drainage may improve lung 
capacity in a child/youth with cystic fi brosis. Monitoring and reporting progress in 
these functional outcome measures would be important for individual and popula-
tion health improvement. 

 Functional outcome measures for youth primarily affected by behavioral health 
conditions, as opposed to physical health conditions, may differ. For example, edu-
cational attainment, social engagement, and positive family relationships may be 
compromised in youth with behavioral health conditions, and these factors may 
signifi cantly impact productivity and health in adulthood. Given these links between 
a youth’s ability to function in traditionally non-clinical settings and the impact on 
long-term health, such functional outcomes deserve attention within the healthcare 
system as well. Reliance on meaningful outcome measures to track progress in the 
multiple domains that infl uence health—not only the physical or mental health 
domains—is a core expectation of PICM programs and guides treatment and pro-
gram planning. 

  At the end of the discussion that Lisa had with Lokandra and her mother about 
Lokandra’s health situation on her initial interview, she asked them to share some-
thing measurable that they would like to have improved about Lokandra’s health 
and what they would like Lokandra to be doing that she isn’t doing currently. 
Lokandra’s goals were somewhat different than her mother’s.  

  Lokandra’s functional goal was to spend more time with friends, and her clinical 
goal was to have more energy. Her mother’s functional goal was for Lokandra to 
make better grades, and her clinical goal was for Lokandra to be less argumenta-
tive. Lokandra was on board with her mother’s former goal but didn’t know if the 
latter goal would be possible. She and her mother were almost always arguing. Lisa 
worked with Lokandra and her mother to translate their personal aspirations into 
measureable goals (top 4 measures in Table   3.9  ). In addition to the personal clinical 
and functional goals, Lokandra and her mother shared their satisfaction with the 
healthcare Lokandra was receiving, and Lokandra indicated how many days she 
was happy with life (quality of life). 

    Lisa fi lled in a number of clinical and functional goals of her own along with the 
initial PICM-CAG score and an economic measure of success. Baseline measures 
were identifi ed for each of the desired health outcomes (Table    3.9   ). Lisa knew that 
any of the measures might need changing during PICM but this was where Lokandra 
and her mother agreed to start.  
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  Progress toward goals was assessed on a follow-up Patient-Centered ICM 
Performance template (PCIP) at the second month, and would be again at intervals  
  until     Lokandra reached graduation from PICM (Table    3.9   ). Care plan outcomes 
also showed that concrete progress related to Lokandra’s immediate needs was 
being made by 2 months (Table    3.8   ). The CPO demonstrated actions taken to over-
come barriers, whereas the PCIP documented the effect that tackling care plan 
barriers was having on Lokandra’s life.  

  Lokandra’s and her mother’s personal clinical outcomes included objective fi nd-
ings related to both her physical and BH conditions. For instance, the number of 
times tardy or absent from class refl ected Lokandra’s level of fatigue. Arguments 
with her mother indicated the degree to which progress was being made with her 
depression and oppositional behavior. Personal functional goals helped Lokandra 
work on socialization skills as well as school performance. Since Lokandra and her 
mother had picked these as goals, they served to engage Lokandra in the PICM 
process. Of course, in order for Lokandra to get more energy so that she could study 
and socialize, her physical and behavioral conditions needed stabilization, such as 
better sleep and no anemia. Thus, Lisa’s goals became intermediate steps for 
Lokandra to achieve her desired personal goals.  

  While PICM largely takes place independent of the clinicians caring for 
Lokandra, they can have a great impact on the speed and success of the assistance 
process. Clinicians diagnose and treat physical and BH conditions; thus, their 
understanding of and potential input into the care plan can be very helpful. 

     Table 3.9    Lokandra’s  patient-centered ICM performance     

 Measure  Baseline  Follow-up assessments 

 Time period  Initial  2-Months  4 Months  6 Months 

  Lokandra’s clinical goal  
(days/month at all classes on time) 

 8/22  14/23 

  Mother’s clinical goal  
(days/week no arguments) 

 0  2 

  Lokandra’s functional goal  
(out with friends/week) 

 0  3 

  Mother’s functional goal  
(days/week completed homework) 

 0  2 

  Health-related quality of life  
(days/week happy with life) 

 0  1 

  Family satisfaction  
(Lokandra and mother—VAS) 

 5/10  8/10 

  ICM-CAG score   54  43 
  Clinical measure  

 23  18 
 (PHQ-9 score)    

  Clinical measure  
(hematocrit) 

 26  32 

  Functional measure  
(missed appointments/month) 

 7  4 

  Economic measure  
(ER visits/month) 

 3  1 
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Further, as actions are taken by or on behalf of Lokandra, Lokandra’s clinicians 
can guide next steps when progress slows or the clinical situation changes. It is truly 
a team effort among Lokandra, her mother, the PICM manager, and Lokandra’s 
practitioners. The CPO and PCIP merely record progress and when graduation can 
be anticipated.  

  There were setbacks in the course of involvement with PICM, demonstrated at 
the reevaluation periods on the PCIP. At those times, Lokandra’s PICM manager 
worked with the family and her Medical Director to identify and develop additional 
plans to overcome new or changed barriers. Ultimately, follow-up PICM-CAGs 
provide an indication about when graduation might be considered (Table    3.10   ).     
 Nine months after starting PICM, life wasn’t perfect for Lokandra and her mother, 
but they had found a way to interact in peaceful coexistence. Lokandra’s physical 
problems have been dealt with. She was in therapy and on an antidepressant. 
Suicidal thoughts were gone and ER visits and hospitalizations were a distant mem-
ory. With increased support at school, and after addressing her fatigue and trans-
portation issues that were contributing poor school attendance, she was on her way 
toward graduation. Finally, Lokandra and her mother had a stronger relationship, 
and with security in her living situation, Lokandra was able to plan for increased 
independence in the next 1–2 years.      Lokandra benefi ted from PICM to coordinate 
medical care for her physical and behavioral healthcare and to address the multiple 
social and health-system challenges that impacted her health.   

   Table 3.10    Lokandra’s follow-up  PICM-CAG   at 9 months       

Baseline HEALTH RISKS AND HEALTH NEEDS

Lokandra HISTORICAL CURRENT STATE VULNERABILITY

Total Score = 32 Complexity Item Score Complexity Item Score Complexity Item Score

Biological
Domain

Chronicity 
HB1

2 Symptom Severity/Impairment
CB1

1
Complications and Life Threat

VB
1

Diagnostic Dilemma
HB2

1 Diagnostic/Therapeutic Challenge
CB2

1

Psychological
Domain

Coping with Stress
HP1

2
Treatment Adherence

CP1
0

Learning and/or Mental Health
Threat

VP

Mental Health History 
HP2

2

Mental Health Symptoms
CP2

1
Cognitive Development

HP3
0 2

Adverse Developmental Events
HP4

2

Social
Domain

School Functioning
HS1

2 Residential Stability 
CS1

1

Family/School/Social System
Vulnerability

VS

Family & Social Relationships
HS2

2
Child/Youth Support

CS2
2

1
Caregiver/Parent Health and

Function
HS3

Caregiver/Family Support
CS3

2
2

School & Community Participation
CS4

1

Health System
Domain

Access to Care
HHS1

1
Getting Needed Services

CHS1
1

Health System Impediments
VHS 1

Treatment Experience
HHS2

1 Coordination of Care
CHS2

0
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    Family and Community Engagement 

 As demonstrated by Lokandra’s case,  PICM   managers need to be creative in access-
ing support for families. Treating clinicians often cannot address traditionally non- 
clinical factors affecting their patients’ health, given time and fi nancial constraints 
in the current payment environment. While treating clinicians and PICM Medical 
Directors may be particularly helpful in guiding PICM managers on how to assist 
families with needs in the biological and psychological domains, PICM managers 
should be expert in accessing social, community, and academic support for chil-
dren/youth. 

 Such resources available to individual patients are likely to differ depending on 
the community in which the family lives. PICM managers should be facile in iden-
tifying and helping families apply for indicated entitlements based on the family’s 
fi nancial hardship and/or the child/youth’s disability. Finally, overcoming barriers 
in receiving healthcare services, including obtaining insurance and facilitating 
transportation, are within the scope of PICM managers’ practice. They  work   closely 
with families over time to address such barriers as they arise. 

 The ways in which PICM managers work with families and children/youth 
depend on the cognitive and developmental capacity of the child. For young chil-
dren and any child/youth who is cognitively or developmentally impaired, PICM 
managers work mostly with caregivers. However, for typically developing older 
adolescents, the focus may be more with the youth her/himself while addressing 
issues related to gaining independence to manage health issues and ensuring ade-
quate medical and social support during the transition to adulthood. The presenta-
tion of and methods for addressing health complexity will differ depending on the 
developmental stage of the child/youth. PICM case managers and Medical Directors 
will work together to identify the most appropriate levels of child/youth involve-
ment depending on the clinical presentation.   

    Conclusion 

 There are multiple domains that act independently and in concert to infl uence the 
health of children/youth. Children/youth with multiple factors in each domain and/
or in multiple domains are likely to present with increased health complexity result-
ing in poor health outcomes and increased cost. Addressing these issues in a holistic 
manner, with a focus on relationship and continued joint effort, may reverse these 
potential negative outcomes. 

 By simultaneously addressing the clinical, social, and health-system barriers to 
health improvement for vulnerable populations, there is signifi cant potential to 
reduce reliance on high-cost treatments. Interestingly, lower-cost- and community- 
based care may result in better health outcomes for children/youth compared to 
treatment in high-cost environments, such as inpatient units and the Emergency 

Conclusion



74

Department. Treatment for chronic medical and BH conditions in children/youth 
necessarily requires long-term continuous relationships with providers. This type of 
care is best delivered in an outpatient community setting as opposed to the fragmen-
tation that often occurs when children/youth transition between levels of care. PICM 
managers have the expertise and ability to help maintain children/youth in these 
lower-cost and higher-quality treatment settings. 

 Physicians, working together with families and PICM managers, may improve 
their ability to infl uence the health of their patients. In our current clinical and pay-
ment environments, the clinical expertise of physicians is emphasized at the expense 
of other social and health-system factors. For example, when physicians are pro-
vided little time to evaluate and treat each individual patient, realistically they can 
only address the clinical aspects of care. However, given that the social and health- 
system barriers often infl uence health to a greater extent than clinical aspects, 
patients are unlikely to improve when these “non-clinical” barriers are ignored. By 
working with a team of providers—each contributing their particular expertise—the 
health of patients may be improved at lower cost. 

 Finally, technology, such as through telemedicine, may decrease physicians’ reli-
ance on in-person visits with patients. Particularly for chronic conditions, technol-
ogy may allow for more frequent and shorter interactions with patients, supporting 
providers’ ability to follow their conditions closely and readily identify the onset of 
clinical deterioration. Identifying problems and intervening at an earlier stage may 
maintain patients in the community without the need for higher levels of care. 
Again, for these frequent interactions and interventions with patients to be effective, 
physicians will need to work with a team of providers, including case managers, to 
address the multiple factors that may lead to clinical deterioration. Technology may 
support improved quality of care at lower cost, particularly for treatment of chronic 
conditions, but only if physicians are able to work as part of a team.     

   References 

    1.    Sia C, Tonniges TF, Osterhus E, Taba S. History of the medical home concept. Pediatrics. 
2004;113(5 Suppl):1473–8.  

    2.    Medical Home Initiatives for Children with Special Needs Project Advisory Committee, 
American Academy of Pediatrics. The medical home. Pediatrics. 2002;110(1 Pt 1):184–6.  

    3.   Collins C, Hewson DL, Munger R, Wade T. Evolving models of behavioral health integration 
in primary care. 2010.   http://www.milbank.org/uploads/documents/10430EvolvingCare/
EvolvingCare.pdf      

    4.    Richardson LP, Ludman E, McCauley E, et al. Collaborative care for adolescents with depres-
sion in primary care: a randomized clinical trial. JAMA. 2014;312(8):809–16.  

    5.    Kolko DJ, Campo JV, Kilbourne AM, Kelleher K. Doctor-offi ce collaborative care for pediat-
ric behavioral problems: a preliminary clinical trial. Arch Pediatr Adolesc Med. 2012;166(3):
224–31.  

     6.   Solutions. S-HCfIH. Integrating behavioral health and primary care for children and youth. July 
2013.   http://www.integration.samhsa.gov/integrated-care-models/13_June_CIHS_Integrated_
Care_System_for_Children_fi nal.pdf    . Accessed 29 Oct 2014.  

3 Health Complexity and the Interaction Between Physical and Behavioral Health…

http://www.milbank.org/uploads/documents/10430EvolvingCare/EvolvingCare.pdf
http://www.milbank.org/uploads/documents/10430EvolvingCare/EvolvingCare.pdf
http://www.integration.samhsa.gov/integrated-care-models/13_June_CIHS_Integrated_Care_System_for_Children_final.pdf
http://www.integration.samhsa.gov/integrated-care-models/13_June_CIHS_Integrated_Care_System_for_Children_final.pdf


75

        7.    Cohen E, Kuo DZ, Agrawal R, et al. Children with medical complexity: an emerging population 
for clinical and research initiatives. Pediatrics. 2011;127(3):529–38.  

          8.    Simon TD, Cawthon ML, Stanford S, et al. Pediatric medical complexity algorithm: a new 
method to stratify children by medical complexity. Pediatrics. 2014;133(6):e1647–54.  

    9.    Kathol R, Perez R, Cohen J. The integrated case management manual: assisting complex 
patients regain physical and mental health. 1st ed. New York: Springer; 2010.  

     10.   Chevarley FM. Utilization and expenditures for children with special health care needs. 
January 2006.   http://meps.ahrq.gov/data_fi les/publications/rf24/rf24.pdf    . Accessed 29 
Oct 2014  

      11.    Newacheck PW, Kim SE. A national profi le of health care utilization and expenditures for 
children with special health care needs. Arch Pediatr Adolesc Med. 2005;159(1):10–7.  

     12.    Kuo DZ, Melguizo-Castro M, Goudie A, Nick TG, Robbins JM, Casey PH. Variation in child 
health care utilization by medical complexity. Matern Child Health J. 2015;19:40–8.  

   13.    Berry JG, Hall M, Hall DE, et al. Inpatient growth and resource use in 28 children’s hospitals: 
a longitudinal, multi-institutional study. JAMA Pediatr. 2013;167(2):170–7.  

   14.    Neff JM, Sharp VL, Muldoon J, Graham J, Myers K. Profi le of medical charges for children 
by health status group and severity level in a Washington State Health Plan. Health Serv Res. 
2004;39(1):73–89.  

    15.    O’Mahony L, O’Mahony DS, Simon TD, Neff J, Klein EJ, Quan L. Medical complexity and 
pediatric emergency department and inpatient utilization. Pediatrics. 2013;131(2):e559–65.  

      16.   Pires S, Grimes KE, Allen K, Gilmer T, Mahadevan R. Faces of Medicaid: examining chil-
dren’s behavioral health service utilization and expenditures. 2013.   http://www.chcs.org/
media/Faces-of-Medicaid:Examining-Childrens-Behavioral-Health-Service-Utilization-and- 
Expenditures1.pdf    . Accessed 21 Oct 2014.  

    17.    Huang IC, Leite WL, Shearer P, Seid M, Revicki DA, Shenkman EA. Differential item func-
tioning in quality of life measure between children with and without special health-care needs. 
Value Health. 2011;14(6):872–83.  

    18.    Mohler-Kuo M, Dey M. A comparison of health-related quality of life between children with 
versus without special health care needs, and children requiring versus not requiring psychiat-
ric services. Qual Life Res. 2012;21(9):1577–86.  

    19.    DeRigne L. The employment and fi nancial effects on families raising children with special 
health care needs: an examination of the evidence. J Pediatr Health Care. 2012;26(4):283–90.  

    20.   National Survey of Children with Special Health Care Needs. Data Resource Center for Child 
and Adolescent Health website.; 2009/2010.   http://www.childhealthdata.org    . Accessed 28 Oct 
2014.  

    21.    Busch SH, Barry CL. Mental health disorders in childhood: assessing the burden on families. 
Health Aff. 2007;26(4):1088–95.  

     22.    Kogan MD, Strickland BB, Blumberg SJ, Singh GK, Perrin JM, van Dyck PC. A national 
profi le of the health care experiences and family impact of autism spectrum disorder among 
children in the United States, 2005–2006. Pediatrics. 2008;122(6):e1149–58.  

    23.    Chiri G, Warfi eld ME. Unmet need and problems accessing core health care services for chil-
dren with autism spectrum disorder. Matern Child Health J. 2012;16(5):1081–91.  

      24.    Levy RL, van Tilburg MA. Functional abdominal pain in childhood: background studies and 
recent research trends. Pain Res Manag. 2012;17(6):413–7.  

    25.    Vanaelst B, De Vriendt T, Ahrens W, et al. Prevalence of psychosomatic and emotional symp-
toms in European school-aged children and its relationship with childhood adversities: results 
from the IDEFICS study. Eur Child Adolesc Psychiatry. 2012;21(5):253–65.  

      26.    Aarons GA, Monn AR, Leslie LK, et al. Association between mental and physical health 
problems in high-risk adolescents: a longitudinal study. J Adolesc Health. 2008;43(3):260–7.  

    27.    Goodwin RD. Asthma and anxiety disorders. Adv Psychosom Med. 2003;24:51–71.  
    28.   Druss BG, Walker ER. Mental disorders and medical comorbidity. Research Synthesis Report 

number 21. 2011.   http://www.rwjf.org/content/dam/farm/reports/issue_briefs/2011/rwjf69438/
subassets/rwjf69438_1    . Accessed 26 Nov 2014.  

References

http://meps.ahrq.gov/data_files/publications/rf24/rf24.pdf
http://www.chcs.org/media/Faces-of-Medicaid:Examining-Childrens-Behavioral-Health-Service-Utilization-and-Expenditures1.pdf
http://www.chcs.org/media/Faces-of-Medicaid:Examining-Childrens-Behavioral-Health-Service-Utilization-and-Expenditures1.pdf
http://www.chcs.org/media/Faces-of-Medicaid:Examining-Childrens-Behavioral-Health-Service-Utilization-and-Expenditures1.pdf
http://www.childhealthdata.org/
http://www.rwjf.org/content/dam/farm/reports/issue_briefs/2011/rwjf69438/subassets/rwjf69438_1
http://www.rwjf.org/content/dam/farm/reports/issue_briefs/2011/rwjf69438/subassets/rwjf69438_1


76

    29.    Goebel-Fabbri AE. Disturbed eating behaviors and eating disorders in type 1 diabetes: clinical 
signifi cance and treatment recommendations. Curr Diab Rep. 2009;9(2):133–9.  

    30.    Johnson B, Eiser C, Young V, Brierley S, Heller S. Prevalence of depression among young 
people with Type 1 diabetes: a systematic review. Diabet Med. 2013;30(2):199–208.  

    31.    King PS, Berg CA, Butner J, et al. Longitudinal trajectories of metabolic control across ado-
lescence: associations with parental involvement, adolescents’ psychosocial maturity, and 
health care utilization. J Adolesc Health. 2012;50(5):491–6.  

    32.    Green McDonald P, O’Connell M, Lutgendorf SK. Psychoneuroimmunology and cancer: a 
decade of discovery, paradigm shifts, and methodological innovations. Brain Behav Immun. 
2013;30(Suppl):S1–9.  

    33.    Dejong M, Fombonne E. Depression in paediatric cancer: an overview. Psychooncology. 
2006;15(7):553–66.  

       34.    Felitti VJ, Anda RF, Nordenberg D, et al. Relationship of childhood abuse and household 
dysfunction to many of the leading causes of death in adults. The Adverse Childhood 
Experiences (ACE) Study. Am J Prev Med. 1998;14(4):245–58.  

    35.   Centers for Disease Control and Prevention. Injury prevention & control: division of violence 
protection. 2014.   http://www.cdc.gov/violenceprevention/acestudy/    . Accessed 26 Nov 2014.  

    36.    Dube SR, Felitti VJ, Dong M, Chapman DP, Giles WH, Anda RF. Childhood abuse, neglect, 
and household dysfunction and the risk of illicit drug use: the adverse childhood experiences 
study. Pediatrics. 2003;111(3):564–72.  

    37.    Scott KM, Von Korff M, Alonso J, et al. Childhood adversity, early-onset depressive/anxiety 
disorders, and adult-onset asthma. Psychosom Med. 2008;70(9):1035–43.  

    38.    Scott KM, Koenen KC, Aguilar-Gaxiola S, et al. Associations between lifetime traumatic 
events and subsequent chronic physical conditions: a cross-national, cross-sectional study. 
PLoS One. 2013;8(11), e80573.  

    39.    Ippoliti F, Canitano N, Businaro R. Stress and obesity as risk factors in cardiovascular dis-
eases: a neuroimmune perspective. J Neuroimmune Pharmacol. 2013;8(1):212–26.  

    40.    Kiecolt-Glaser JK, Robles TF, Heffner KL, Loving TJ, Glaser R. Psycho-oncology and cancer: 
psychoneuroimmunology and cancer. Ann Oncol. 2002;13 Suppl 4:165–9.  

     41.   Simpson L, Owens PL, Zodet MW, et al. Health care for children and youth in the United 
States: annual report on patterns of v, utilization, quality, and expenditures by income. Ambul 
Pediatr. 2005;5(1):6–44.  

     42.    Elixhauser A, Machlin SR, Zodet MW, et al. Health care for children and youth in the United 
States: 2001 annual report on access, utilization, quality, and expenditures. Ambul Pediatr. 
2002;2(6):419–37.  

     43.    Berdahl TA, Friedman BS, McCormick MC, Simpson L. Annual report on health care for 
children and youth in the United States: trends in racial/ethnic, income, and insurance dispari-
ties over time, 2002–2009. Acad Pediatr. 2013;13(3):191–203.  

    44.    Fry-Johnson YW, Daniels EC, Levine R, Rust G. Being uninsured: impact on children’s 
healthcare and health. Curr Opin Pediatr. 2005;17(6):753–8.  

   45.    Skinner AC, Mayer ML. Effects of insurance status on children’s access to specialty care: a 
systematic review of the literature. BMC Health Serv Res. 2007;7:194.  

    46.    Busch SH, Horwitz SM. Access to mental health services: are uninsured children falling 
behind? Ment Health Serv Res. 2004;6(2):109–16.  

    47.    Bishop TF, Press MJ, Keyhani S, Pincus HA. Acceptance of insurance by psychiatrists and the 
implications for access to mental health care. JAMA Psychiatry. 2014;71(2):176–81.  

    48.    Boukus E, Cassil A, O’Malley AS. A snapshot of U.S. physicians: key fi ndings from the 2008 
health tracking physician survey. Washington, DC: Center for Studying Health System 
Change; 2009.  

    49.   National Survey of Children’s Health. Child and Adolescent Health Measurement Initiative, 
Data Resource Center for Child and Adolescent Health; 2011/2012.   http://www.childhealth-
data.org    . Accessed 29 Oct 2014.  

    50.    Bloom B, Cohen RA, Freeman G. Summary health statistics for U.S. children: National Health 
Interview Survey, 2010. Vital Health Stat 10. 2011;250:1–80.  

3 Health Complexity and the Interaction Between Physical and Behavioral Health…

http://www.cdc.gov/violenceprevention/acestudy/
http://www.childhealthdata.org/
http://www.childhealthdata.org/


77

    51.    Goodman E, Adler NE, Daniels SR, Morrison JA, Slap GB, Dolan LM. Impact of objective 
and subjective social status on obesity in a biracial cohort of adolescents. Obes Res. 
2003;11(8):1018–26.  

    52.    Palamar JJ, Ompad DC. Demographic and socioeconomic correlates of powder cocaine and 
crack use among high school seniors in the United States. Am J Drug Alcohol Abuse. 
2014;40(1):37–43.  

    53.    Williams DR, Mohammed SA, Leavell J, Collins C. Race, socioeconomic status, and health: 
complexities, ongoing challenges, and research opportunities. Ann N Y Acad Sci. 
2010;1186:69–101.  

    54.    de Graaf JP, Steegers EA, Bonsel GJ. Inequalities in perinatal and maternal health. Curr Opin 
Obstet Gynecol. 2013;25(2):98–108.  

    55.    Saelens BE, Sallis JF, Frank LD, et al. Obesogenic neighborhood environments, child and par-
ent obesity: the neighborhood impact on kids study. Am J Prev Med. 2012;42(5):e57–64.  

    56.    Buka SL, Stichick TL, Birdthistle I, Earls FJ. Youth exposure to violence: prevalence, risks, 
and consequences. Am J Orthopsychiatry. 2001;71(3):298–310.  

      57.    Murayama H, Fujiwara Y, Kawachi I. Social capital and health: a review of prospective multi-
level studies. J Epidemiol. 2012;22(3):179–87.  

     58.   Agency for Healthcare Research and Quality. Patient Centered Medical Home Resource 
Center.   http://pcmh.ahrq.gov    . Accessed 17 May 2014.  

    59.    Ye C, Browne G, Beyene J, Thabane L. A sensitivity analysis of the Children’s Treatment 
Network trial: a randomized controlled trial of integrated services versus usual care for chil-
dren with special health care needs. Clin Epidemiol. 2013;5:373–85.  

    60.    Homer CJ, Klatka K, Romm D, et al. A review of the evidence for the medical home for chil-
dren with special health care needs. Pediatrics. 2008;122(4):e922–37.  

    61.    Arauz Boudreau AD, Van Cleave JM, Gnanasekaran SK, Kurowski DS, Kuhlthau KA. The 
medical home: relationships with family functioning for children with and without special 
health care needs. Acad Pediatr. 2012;12(5):391–8.    

References

http://pcmh.ahrq.gov/


79© Springer International Publishing Switzerland 2016 
R.G. Kathol et al., Physician’s Guide, DOI 10.1007/978-3-319-28959-5_4

    Chapter 4   
 The Organizational and Operational Setup 
of Adult Integrated Complex Case 
Management                     

 An approximate answer to the right question is worth a good 
deal more than an exact answer to an approximate question. 

 – Paraphrased quote attributed to J. W. Tukey (1915–2000) 

             Chapter Objectives 

•      To describe    organizational program-based requirements     for effective and effi -
cient ICM delivery.   

•    To understand how to choose and train ICM managers so that ICM manager 
skills maximize value to patients, providers, and the health system.   

•    To summarize components of the Integrated Case Management-Complexity 
Assessment Grid (ICM-CAG) and its value in disentangling health complexity—
“the comprehensive complexity assessment”.   

•    To show how ICM managers connect ICM-CAG fi ndings to the assistance they 
give to patients with health complexity.   

•    To demonstrate how ICM managers measure clinical, functional, satisfaction, 
quality of life, and cost outcomes and graduate patients back to physician-only 
“standard care”.      

 If physicians had an infi nite amount of time and were supported by unlimited 
resources, then they would be able to address the needs of complex patients in their 
practices without the augmenting services of case managers. This is not the world 
in which we live. Even case managers are costly but, presuming that they use 
 “value- added” case management assistance techniques  , with support by the clinical 
community and proper case management training, they can help alter outcomes in 
patients who fl ounder in the current system that we call “standard care.” 

 The magic in achieving “measured health” outcome success (documented clini-
cal, functional, economic, satisfaction, quality of life) through ICM is in connecting 
specifi c identifi ed clinical  and non-clinical  barriers to improvement with the goals 
and actions that will reverse them, especially in patients with health complexity. 
By connecting barriers to goals and actions, desired outcomes can improve. In this 
Chapter, we will discuss how adult ICM programs are set up so that they have the 
greatest potential to bring value to patients and secondarily to the health stakehold-
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ers that sponsor them, whether health plans, employers, government agencies, 
Accountable Care Organizations (ACOs), or care delivery  systems  . 

    Organizational Aspects of Value-Added ICM-CAG-Based 
Integrated Case  Management      

 “Integrated case management” is a generic term used throughout the healthcare 
industry. As a result, the term itself says little about what integrated case managers 
do or what leads to their impact on patient outcomes. For purposes of this book, 
 integrated complex case management, ICM, is a subset of case management in 
which the    longitudinal application     of biopsychosocial and health system assistance, 
characterized by education, clinical and non-clinical health facilitation, care coor-
dination, patient navigation, promotion of “assist and treat to target,” and patient 
advocacy, to collaborating patients and for their clinicians is given by licensed or 
case management certifi ed and trained Level 3C and 4C but occasionally seasoned 
2C health professionals (see Table     1.7      ). Its purpose is to disentangle, prioritize, and 
reverse barriers to improvement based on a linked comprehensive assessment; to 
stabilize health; and to reduce total healthcare costs until maximum benefi t has 
occurred . Ideally, once health stabilization has occurred and clinical, functional, 
satisfaction, quality of life, and cost outcomes have been recorded; preventive mea-
sures are instituted so that patient-guided self-management allows maintenance of 
gains after graduation from ICM and return to standard care. 

 Later in this chapter, we will review in detail the ICM-CAG complexity assess-
ment process, its use in prioritizing case management goals and actions, actual case 
manager activities based on the ICM-CAG care plan, the process of moving patients 
to improved health, and the return to standard care (graduation). Before describing 
the work activities that typify ICM managers, however, we will analyze organiza-
tional environments in which ICM managers apply the ICM approach since they are 
as important as the application of ICM work processes themselves. These organiza-
tional factors infl uence patient outcomes and the success of the ICM program. Thus, 
we wish to set the stage  for   ICM practice by emphasizing the need for several 
important program-based features (Table  4.1 ).

   Perhaps the fi rst and most fundamental message is that ICM, especially when 
used for patients with health complexity, is not an add-on to an already well-
defi ned job description. For ICM managers to apply outcome-changing work pro-
cesses, they require dedicated, non-confl icted, time to pursue ICM with their 
assigned patients. Thus, it is not okay to add ICM to the duties of an already busy 
nurse or social worker in a multispecialty medicine clinic or to combine utilization 
management (UM) and ICM duties. ICM takes time and effort on the patient’s 
behalf. To the extent that confl icting duties interfere, they need to be curtailed. This 
is particularly true when the confl icting activities would logically take precedence 
over ICM activities since they require time-sensitive action, such as putting a 
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patient into an exam room or determining if a particular medication is among cov-
ered benefi ts. Although these procedures are important, they may ultimately be less 
valuable to the patient than intensive and integrated case management services. 

 Another important program feature is that ICM managers should be able to fol-
low patients for their care needs as they pass from one to another delivery setting. 
This is a challenge for programs that are organized at a hospital or clinical level. 
Often in these programs, the primary duty of case managers is to maximize care 
delivered in the sponsoring setting. When a clinic-based case manager is following 
a patient who is admitted to the hospital, she/he relinquishes responsibility for the 
patient until the patient returns to the clinical setting. Conversely, a hospital-based 
case manager may assume responsibility for a patient during hospitalization but not 
after discharge. In ICM, these traditional case management location-specifi c work 
processes are replaced by  cross-platform accountability   for total health, function, 
and cost outcomes. Thus, the organizational structure of ICM manager responsibili-
ties will include multiple locations of care as well as the challenges associated with 
care transitions. We call this the “longitudinal” component of ICM. 

 In today’s world the  longitudinal component   of ICM is diffi cult for non- connected 
hospital and clinical systems but easily achieved by independent case managers or 
those sponsored by health plans, government agencies, employers, and case man-
agement vendors. As we transition to ACOs during health reform, longitudinal ICM 
procedures will become much more possible and pertinent even at the hospital and 
clinic level since total health outcomes and cost will become an accountability. ICM 
was built to capture the improved health and cost outcome capabilities  associated 
with a comprehensive, longitudinal approach and will be more easily fi scally sup-
ported at the system level of care. 

 Another organizational feature is that ICM managers should be able to address 
both  medical and behavioral health issues   as a part of a single ICM manager pro-
cess. With ICM, ideally there are no handoffs from medical case managers to BH 
case managers, and vice versa. Assessment for medical and BH contributions to 
complexity are an inherent part of the multidomain ICM-CAG and resultant care 
plans. This is possible because ICM managers, whether they come from medical or 
BH backgrounds, are trained to address both medical and  BH barriers   to improve-
ment. Since ICM managers do not “treat” patients but rather assist patients in fol-
lowing through on treatment provided by their physicians and other treating 

   Table 4.1     Organizational program-based features   that add value to ICM   

 • A dedicated and focused ICM manager job description 
 • Longitudinal cross-platform ICM work processes 
 • Medical and BH assessment and assistance accountability without ICM manager handoffs 
 • ICM manager responsibility for clinical  and non-clinical  assessments and assistance 
 • Systematic ICM manager support and assistance from physicians in goal achievement and 

escalation of care 
 • A systematic method for prioritizing patients appropriate for ICM 
 • Creation of appropriate staff to patient ratios for ICM support 

Organizational Aspects of Value-Added ICM-CAG-Based Integrated Case…
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clinicians, ICM managers practice within the scope of their professional discipline. 
The resulting continuity with few handoffs allows ICM managers to capitalize on 
the advantages of an uninterrupted “personal” relationship with patients in the 
change process as they help with all of their multidisciplinary needs. 

 A critical feature of ICM managers is that they are accountable for non-clini-
cal as well as clinical barriers to improvement. This enhances the benefi t that 
they bring to patients and to the clinicians treating them because they understand 
and assist with the life circumstances (non-clinical barriers) that infl uence 
patients’ ability to adhere to clinician-based treatment and to achieve health 
improvement. Clinicians correctly target improvement of the illnesses experi-
enced by patients since this is what they spent years in training to do. They typi-
cally do not have the time to add non-clinical variable assessment and intervention 
due to patient volume and work schedules. As you will see, ICM manager work 
processes are designed to allow time to address these multiple barriers to health 
improvement. It is often by overcoming life circumstance issues that disease-
oriented treatment can succeed. 

 Finally, ICM managers only bring value if the patients that they assist achieve 
health stabilization and as a result need fewer medical services. Yet ICM managers, 
though usually better trained and qualifi ed than low and medium level care manag-
ers, are still health professionals unequipped to identify next steps in the care of 
patients with health complexity without the support of physicians. Patients with 
health complexity frequently have complicated illness and treatment interactions 
that lead to clinical non-response. For these patients, sophisticated care augmenta-
tion is required and best addressed through assistance from physicians involved in 
the patient’s care or associated with the case management program. 

 ICM, thus, requires that ICM managers are supported and assisted by physicians 
and other treating clinicians in identifying second-, third-, and fourth-line interven-
tions when initial treatment is not achieving timely and desired outcomes. This is an 
active and organized process and a core organizational attribute of effective ICM 
programs. It usually translates into phone access to physician support as well as 
defi ned weekly or biweekly case reviews in which the outcomes of predetermined 
ICM manager panel patients are systematically appraised for achievement of tar-
geted outcomes. When patients are making inadequate progress, then physician- 
based expertise contributes to next steps. 

 The case review may be conducted by treating or non-treating clinicians with 
support, as indicated, from other medical and BH physicians or treating specialists 
who may add a second look at non-improving patients, discuss the clinical situation, 
and collaboratively examine options with those directly involved in the patient’s 
care. When needed, escalation of care is initiated or a new action plan is devised by, 
or in partnership with, the patients’ primary clinicians. Often the dialogue among 
the ICM manager and treating practitioners also includes a discussion of non- 
clinical factors that infl uence clinical adherence and/or outcomes. Thus, the ICM 
manager can be an important contributor to the application of escalated care since 
she/he is usually the one to elaborate on non-clinical factors affecting progress. 
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     Choosing and Training   ICM Managers 

 Presuming that the organizational setup will allow ICM managers to effi ciently and 
effectively deliver outcome-changing ICM assistance, attention can then turn to 
 choosing and training   ICM managers (Table  4.2 ). As mentioned in Chapter   1    , ICM 
managers are usually skilled Level 3C and 4C health professionals who utilize their 
backgrounds and training in ICM work processes to actively assist patients stabilize 
health and return to normal function. Their ability to achieve this task, however, is 
directly dependent on three primary requisites for ICM managers:

     1.    They must be licensed or certifi ed health professionals with backgrounds that 
enable them to understand illness, its treatment, and the care delivery system suf-
fi ciently to allow them to utilize this knowledge base and experience as they 
assist patients overcome barriers to health improvement.   

   2.    They must be willing to assist with clinical and non-clinical medical and BH 
barriers to improvement.   

   3.    They must be trained in  core   ICM activities that will allow them to systemati-
cally uncover and reverse barriers to improvement.    

       Health Professional Education and Experience   

 There are no licensed professionals in medicine, including those with medical 
degrees, who are prepared to deliver effective and effi cient ICM, based on their edu-
cation or clinical experience. Additional training in ICM is necessary. On the other 

    Table 4.2     Choosing   and training ICM managers   

 1. Requisite health professional credentials and background 
 2. Willing to change to ICM approach to care support 
 3. Training in ICM principles and practice, including ICM-CAG score anchoring, care plan 

development, management implementation/completion, measured health outcome 
documentation, care escalation, and patient graduation (core ICM activities) 
 • Ability to use the relationship-based dialogue to assess and score health complexity on 

the ICM-CAG and build plans of care with patients 
 • Accountable for cross-disciplinary, multidomain clinical and non-clinical reversal of 

barriers to improvement 
 • Can handle multidisciplinary, multidomain barriers to improvement with minimal case 

manager handoffs 
 • Participates in physician (treating clinician, medical director) supported case review and 

assistance 
 • Uses iterative case management intervention, updating and adjusting as needed 
 • With guidance, fosters care escalation when desired “measured” clinical, functional, 

quality of life, satisfaction, and cost outcomes are not occurring as expected; “assist to 
target” 

 • Graduates patients when documented goals or maximum benefi t is achieved 
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hand, training and experience in a health-related discipline provides ICM managers 
with an understanding of medical vernacular; basics of multiple illnesses, i.e., their 
characteristics and their treatment; and components of the health system that allow 
them to create more effective problem-solving strategies with patients than those 
without. In general, the more educated and experienced health professionals are, 
such as those at Competency Levels 3C and 4C, the greater the degree to which they 
can contribute “medical savvy” to the ICM work process. 

 Individuals without healthcare experience or training (Level 1C personnel), non- 
professionals with personal experience in addressing the ravages of a chronic illness 
(Level 1C peer support personnel), and those who are recent graduates in a health- 
related discipline (Level 1C or 2C professionals) will be less equipped to assist 
patients by becoming ICM managers. This does not mean that they cannot partici-
pate in ICM programs but that they should assume support tasks for case managers 
trained in ICM procedures. 

 It is strategically advantageous to couple ICM managers with ICM manager 
assistants or organizational ICM specialists, i.e., Level 1C personnel or 2C profes-
sionals (see Table   1.7    ). ICM manager assistants and organizational ICM specialists 
would not perform comprehensive assessments nor develop care plans but would 
follow through on the required support activities needed to achieve patient goals in 
the ICM process. ICM managers assume assessment and care planning responsibili-
ties while ICM manager assistants and organizational ICM specialists help with 
care plan activities, such as scheduling a mental health appointment, fi nding a phar-
macy that gives depot medication injections, locating a Spanish-speaking primary 
care physician, etc. Many larger ICM programs routinely use trained ICM manager 
assistants or organizational ICM specialists to expand the reach of more highly 
qualifi ed and expensive ICM managers. 

 One fi nal note about to the utilization of licensed or certifi ed health professionals 
has to do with the professions from which the ICM managers come. For programs 
in which varied populations of patients will be assisted through ICM, it is a recom-
mended strategy to choose professionals for participation in the program with an 
assortment of backgrounds and skills, e.g., BH, pediatrics, obstetrics, rehabilitation, 
social work, etc. Developing a workforce with varied experience may enhance skill 
development among all ICM managers through collaborative ICM intra-manager 
cross-fertilization. It should not, however, result in segmentation of case manager 
activities. 

 Using this strategy, it is possible to expand BH, surgical, and/or pediatric man-
ager capabilities among ICM managers, such as those primarily with general medi-
cal backgrounds. Specialists can help generalists, and vice versa, on a case-by-case 
basis. Using this approach, when patients are encountered with problems for which 
an ICM manager has not previously provided support, an experienced colleague can 
help walk the less experienced through the necessarily more focused management 
experience. 

 Eventually, the need for cross-fertilization will become less frequent and the 
professional capabilities of the total group of ICM managers will increase. In fact, 
it is important that ICM managers with selected expertise, such as those with BH 

4 The Organizational and Operational Setup of Adult Integrated Complex Case…

http://dx.doi.org/10.1007/978-3-319-28959-5_1


85

backgrounds,    not be preferentially assigned patients related to their BH expertise. 
All managers should work in interdisciplinary “pods,” in which patients are ran-
domly assigned, so that they can expand each other’s comfort in addressing a broad 
range of health barriers. In this way, a single case manager, who is able to consult 
with other managers with skills in a specialty area, as needed, can maintain the 
“relationship” element of the ICM process that nurtures a patient’s desire to change 
yet meet patient needs.  

    Willingness to Change from Traditional to Integrated Complex 
Case Management 

 ICM combines medical and  BH assistance   activities without handoffs and addresses 
both clinical and non-clinical barriers to improvement. Some traditional, and often 
well-qualifi ed, complex case managers do not wish to add to their skill sets by learn-
ing necessary cross-disciplinary and non-clinical information that will allow them 
to expand to multidomain case management service capabilities. Thus, it is advis-
able before initiating training to determine if the ICM manager candidates are will-
ing not just to learn, but also to apply ICM methodology before proceeding. Current 
experience in training traditional case managers coming from either medical or BH 
backgrounds indicates that about a quarter will refuse to assume an ICM manager 
role even after training. This largely has to do with discomfort with or preconcep-
tions about cross-disciplinary service delivery. It is not worth training personnel in 
ICM if they will not use it.  

    Adult ICM Manager  Training   

 Case management itself is a specialized area of nursing and social work in which 
licensed professionals who choose to seek credentialing as case management spe-
cialists expand their ability to perform core elements of the management process, 
i.e., identifying patients, doing an assessment, developing a care plan, implement-
ing the care plan, evaluating progress, and closing cases (see Table   1.3    ). While hav-
ing specialization in case management adds to the breadth of case management 
understanding, specifi c ICM training remains necessary since it takes general and 
traditional complex case managers (Level 2C and 3C) to a new level by introducing 
a number of key ICM principles and work practices (Table  4.3 ).

   The adult ICM training  program   itself is composed of four elements: (1) study-
ing  The Integrated Case Management Manual: Assisting Complex Patients Regain 
Physical and Mental Health  [ 1 ], (2) completing eight recorded sessions covering 
targeted areas of the ICM process and use of ICM tools, (3) participating in two 
days of face-to-face ICM implementation training, and (4) passing a test on core 
concepts of the ICM process. At the completion of training, adult ICM managers 
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should be able to perform all of the competencies listed under #3 on Table  4.2 . In 
addition to adult ICM training, pediatric ICM training is also available. A discus-
sion of pediatric ICM training and how it differs from adult training is covered in 
Chapter   5    . 

 There are several elements in the training program that are particularly impor-
tant, as general traditional complex case managers become ICM managers. First, 
completion of the complexity-based comprehensive ICM-CAG assessment is not 
intuitive. Having undergone rigorous standardization during 20 years of research in 
Europe [ 2 ],    the face-to-face training lets ICM managers learn how to: (1) complete 
the dialogue-based relationship-building initial assessment that allows score anchor-
ing in the ICM-CAG, (2) interpret anchor points and then anchor scores, (3) trans-
late anchored scores into a written plan of care that will lead to prioritized assistance, 
(4) execute the care plan, and (5) measure outcomes during the ICM process so that 
patients improve and cases can be closed. 

 Second, ICM training bridges the medical and BH case management divide by 
providing bidirectional cross-disciplinary management procedures for frequently 
encountered medical and BH conditions and comorbidities, setting the stage for 
broad-based medical and BH management without handoffs. As mentioned previ-
ously, cross-disciplinary management is a major area of resistance by traditional 
case managers, in both directions. Unless basic multidisciplinary skills are devel-
oped, general knowledge itself about the interaction between medical and BH con-
ditions will not lead to effective ICM. As a result, health outcomes and cost 
improvement will suffer. 

 Finally, ICM training discusses variations in and the customization of ICM work 
processes when sponsored by different healthcare stakeholders,    including health 
plans, Accountable Care Organizations, care delivery systems, government pro-
grams, and employers. How the ICM approach to management is applied will infl u-
ence targeted success metrics. 

 After ICM managers complete the rigors of ICM training, physicians treating the 
patients assisted by ICM managers and physicians collaborating with them, such as 
ICM Medical Directors, can feel more confi dent that ICM-CAGs (discussed below) 

   Table 4.3    Key principles and work practices of adult integrated case management   

 • Pre-ICM triage for patients with health complexity 
 • Anchoring complexity-based ICM-CAGs using a relationship-based dialogue 
 • Building multidomain care plans, based on anchored ICM-CAGs 
 • Performing longitudinal iterative ICM with real-time outcome measurement 
 • Implementing physician-guided care escalation “assist to target” to reverse barriers and 

stabilize health 
 • Moving patients to self-management and graduation 

  Adapted from Kathol RG, Perez R, Cohen JS, The Integrated Case Management Manual, 
New York, Springer Publishing Co., 2010, with permission 
 Used with permission from The Integrated Case Management Manual: Assisting Complex Patients 
Regain Physical and Mental Health by Kathol RG, Perez R, Cohen JS, 2010, Springer Publishing 
Company. Copyright 2010 by Springer Publishing Company  
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are correctly scored and will be translated into helpful assistance for patients. 
Importantly, physicians will learn things that they did not know about the patients 
receiving ICM assistance, not only from their interaction with ICM managers but 
also from the easily interpreted ICM-CAG itself. They will fi nd that helping ICM 
managers to reverse clinical and non-clinical prioritized areas of complexity can 
have substantial effects on health and cost outcomes for their patients.   

    The Integrated Case Management-   Complexity 
Assessment Grid (ICM-CAG) 

 At the heart of ICM is the ICM-CAG, the comprehensive case management assess-
ment. In Chapter   1    , readers got a glimpse at an example of a completed color-coded 
grid in a patient with health complexity (see Table   1.12    ). The easiest way to tell the 
level of complexity is to compare the amount of red and orange in the grid compared 
to yellow and green. Like a traffi c light, red means stop and look, green means pro-
ceed unencumbered. Orange and yellow represent intermediate messages. Total 
scores in completed grids range from 0 to 60. Of course, another equally valid, yet 
less intuitive, way to look at the grid would be to review item scores of “0” to “3” 
and the total pre-calculated complexity tally. 

 So, what is the ICM-CAG? Table  4.4  graphically illustrates that the ICM-CAG is 
a grid with 20 “risk” boxes divided into four domains, the biological, psychological, 
social, (biopsychosocial) and health system, and three time periods, labeled histori-
cal, current, and vulnerability. Each box is a “complexity item” since it represents a 
content area in which patients (members, employees, enrollees, etc.) with increas-
ing levels of diffi culty related to each item predictably have impaired health out-
comes if such “barriers to improvement” are present during the ICM manager’s 
comprehensive assessment. Complexity (or health risk) items are scored (anchored), 
based on defi ned “ anchor points  ,” [ 1 ] (see Appendix   B    ) on a scale of “0” (green) to 
“3” (red). Each scoring level is action-oriented:

•     0 = No vulnerability or need to act (green     )  
•   1 = Mild vulnerability & need for monitoring or prevention (yellow     )  
•   2 = Moderate vulnerability; need for action or development of intervention plan 

(orange     )  
•   3 = Severe vulnerability; need for immediate action or immediate intervention 

plan (red     )    

 Thus, a score of “0” indicates that there are no problems in the area, i.e., it’s okay 
to move on. Whereas, a score of “3” says that something needs to be done, and soon. 

 Much  time   is spent in training ICM managers to translate information gathered 
from the initial evaluation with a semi-scripted dialogue and open-ended questions 
(Appendix   C    ) into valid anchor scores in the ICM-CAG. From the ICM-CAG, the 
total level of complexity for a patient can be determined, disentangled areas of 
actionable complexity (Table  4.5 ) can be systematically addressed, and the care 

The Integrated Case Management-Complexity Assessment Grid

http://dx.doi.org/10.1007/978-3-319-28959-5_1
http://dx.doi.org/10.1007/978-3-319-28959-5_1
http://dx.doi.org/10.1007/978-3-319-28959-5_BM1
http://dx.doi.org/10.1007/978-3-319-28959-5_BM1


88

   Table 4.4    Integrated Case Management-   Complexity Assessment Grid ( ICM-CAG )   

 Date  Health risks and health needs 

 Name  Historical  Current state  Vulnerability 

 Total score = 
 Complexity 

item  Score 
 Complexity item 

 Score 
 Complexity 

item  Score 

  Biological 
Domain  

 Chronicity 
(HB1) 

 Symptom severity/
impairment (CB1)  Complications 

and life threat 
(VB) 

 Diagnostic 
dilemma 
(HB2) 

 Diagnostic/therapeutic 
challenge (CB2) 

  Psychological 
Domain  

 Coping with 
stress (HP1) 

 Treatment adherence 
(CP1)  Mental health 

threat (VP)  Mental health 
history (HP2) 

 Mental health 
symptoms (CP2) 

  Social 
Domain  

 Job and 
leisure (HS1) 

 Residential stability 
(CS1)  Social 

vulnerability 
(VS)  Relationships 

(HS2) 
 Social support (CS2) 

  Health system 
Domain  

 Access to care 
(HHS1) 

 Getting needed 
services (CHS1)  Health system 

impediments 
(VHS) 

 Treatment 
experience 

(HHS2) 

 Coordination of care 
(CHS2) 

   Table 4.5    ICM-CAG complexity item risk content areas covered   

 •  Chronicity (HB1) : physical illness chronicity 
 •  Diagnostic dilemma (HB2) : problems in diagnosing physical illness 
 •  Symptom severity/impairment (CB1) : physical illness symptom severity & impairment 
 •  Diagnostic/therapeutic challenge (CB2) : challenges to diagnostic and therapeutic 

implementation 
 •  Complications and life threat (VB) : vulnerability to future physical complications and 

life threat 
 •  Coping with stress (HP1) : psychological coping with stress 
 •  Mental health history (HP2) : history of psychiatric problems or treatment 
 •  Treatment adherence (CP1) : resistance to treatment/non-adherence 
 •  Mental health symptoms (CP2) : behavioral health symptom severity 
 •  Mental health threat (VP) : vulnerability to persistent personal barriers or poor mental 

condition care 
 •  Job and leisure (HS1) : job and leisure problems 
 •  Relationships (HS2) : ineffective or non-productive relationships 
 •  Residential stability (CS1) : residential instability 
 •  Social support (CS2) : poor social support system 
 •  Social vulnerability (VS) : vulnerability to future additional home support or supervision needs 
 •  Access to care (HHS1) : system level causes for poor access to appropriate care 
 •  Treatment experience (HHS2) : problems with or distrust of doctors or the health system 
 •  Getting needed services (CHS1) : ability to and ease of getting needed services 
 •  Coordination of care (CHS2) : logistical challenge in getting coordinated care by providers 
 •  Health system impediments (VHS) : vulnerability to future persistent poor access to and/or 

coordination of services 
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plan development process can prioritize risk areas having the greatest need for ini-
tial action. For instance, a “red” for the “Residential Stability” item (unsafe or 
inconsistent living situation—CS1) may demand assistance fi rst compared to an 
“orange or red” for “Symptom Severity/Impairment” (acuity/severity of a medical 
condition—CB1). Someone with unsafe or no housing is unlikely to be able to fol-
low through on assistance in supporting medical next steps. At the very least, the 
two would need to be what we call “linked” risks for poor health outcome, i.e., fi nd-
ings on CS1 would be a non-clinical contributing factor to CB2, which would be 
scored “3.”

   In addition to obtaining information related to complexity items on the ICM- 
CAG, the scripted interview closes by documenting the patient’s clinical and func-
tional goals, establishing their baseline satisfaction with the healthcare they have 
received, and obtaining a baseline assessment of their current quality of life. Each 
of these parameters will be used to inform the patient-centered ICM performance 
(PCIP—covered below). 

 Sixteen of the 20 items in the grid refer to historical and current risk factors. For 
each of these, actions can be written into a plan of care designed to achieve desired 
short-term and long-term goals. It is through improvement in these that the four 
vulnerability item scores will eventually change. Vulnerability items refl ect when, 
in the absence of  individualized ICM manager support , the patient can be consid-
ered ready for successful graduation and return to self-managed standard care. 
 Vulnerability   has less to do with the natural history of the health condition(s) of the 
patient than with what would happen during the 3–6 months after ICM manager 
assistance was discontinued. 

 Before moving to Elina’s story, it is worth discussing advantages that the ICM 
approach, of which the ICM-CAG is a core component, brings compared to other 
models of case management. First, the ICM-CAG forces ICM managers to com-
plete a consistent and comprehensive assessment. The ICM-CAG includes both 
clinical and non-clinical potential barriers to improvement. Many complexity risk 
items in the ICM-CAG are  not  picked up in traditional biomedical case manage-
ment models, such as Coping with stress (HP1) and treatment experience (HHS2). 
Second, the ICM-CAG permits direct connection of assessment fi ndings with pri-
oritized plan of care actions. 

 Third, and perhaps most importantly, ICM allows documentation of  real-time- 
measured health outcomes  . It uses the PCIP to accomplish this task in fi ve outcome 
areas: clinical, functional, satisfaction, quality of life, and fi scal (Table  4.6 ), but 
includes nuances in addition to straight measurement. For instance, one nuance is 
that patients are asked at the completion of the initial assessment to work with the 
ICM manager on the development of measurable  personal  clinical and  functional 
  goals (see the end of Appendix   C    ). This not only cements the patient-ICM manager 
partnership but also enhances patient engagement since the patient then “owns” his 
personally developed goals. Baseline satisfaction and quality of life measures are 
also obtained at the completion of the scripted dialogue.
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       Elina’s Story 

 We now turn to another patient with health complexity, Elina. She was brought to 
the attention of Elina’s health plan utilization management department and was 
referred to Heather, a health plan ICM manager, for follow-up. Heather had an 
opportunity to review Elina’s claims record prior to talking with her. Average claims 
costs for the last 5 years was nearly $15,000 per member per month (PMPM), close 
to $176,000 per year. The claims record and discussion with the utilization manager 
indicated the following. 

  Elina is a 34-year-old female with a long history of multiple medical problems. 
She came to the attention of the utilization management program because one of her 
new specialist physicians requested health plan approval for an exploratory lapa-
rotomy in an attempt to identify the cause of Elina’s long-standing abdominal pain. 
During the past 5 years, Elina had received three upper and lower endoscopies, 
undergone fi ve abdominal computed tomographies and three magnetic resonance 
studies, two gallbladder radionuclide (HIDA) scans, and four pelvic ultrasounds. 
The most recent procedure had been an abdominal angiogram, which revealed no 
identifi able pathology but was associated with an inguinal bleed that required a 
3-week hospitalization to stabilize. She had been tried on numerous medications, 
often with initial but unsustained success. Abdominal exploration had been per-
formed unsuccessfully 7 years previously but Elina’s doctors had no other sugges-
tions. Their only alternative would be to continue narcotic analgesics at relatively 
high doses with no objective reason.  

 Additional information was gathered over two interviews and a total time of 1 h 
30 min. After informed consent was obtained, Elina’s current physicians were also 
asked to share notes containing recent clinical information. See Appendix   D     for the 
full story. There were many anecdotes once Elina became comfortable with 
Heather. Elina liked to talk. Elina’s initial ICM-CAG (Table  4.7 ) was almost 
entirely red and orange and was shared with the health plan Medical Director who 

   Table 4.6    Patient-centered ICM performance   

 Measure  Baseline  Follow-up assessments 

 Time period 
 Initial 
(date) 

 First 
(date) 

 Second 
(date) 

 Third 
(date) 

  Clinical measure related to patient’s goal  
  Functional measure related to patient’s 
goal  
  Patient’s health-related quality of life  
  Patient satisfaction  

  ICM-CAG score  
  Case manager’s clinical measure  
  Case manager’s clinical measure  
  Case manager’s functional measure  
  Case manager’s functional measure  
  Case manager’s economic measure  
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also reviewed the clinical notes and was familiar with how to interpret the com-
plexity grid. Now, where to start?

       Connecting ICM-CAG Findings with a Care Plan 

 First, it is clear from Elina’s ICM-CAG that there are many more “red” items than it 
would be possible to address immediately, as suggested by ICM guidelines [ 1 ]. Total 
scores above 21 on the ICM-CAG have been associated with poor outcomes in the 
absence of ICM assistance [ 3 – 10 ], however; many intermittently hospitalized adult 
patients with health complexity have scores in the 30s and 40s. For Elina, even the “red” 
items need to be prioritized and systematically addressed over time. Thus, it is important 
to put Elina’s situation into context. She has manifested her health picture continuously 
for at least the last 5 years and most likely many years prior to that. Her problem will not 
be solved in days to weeks, rather in months to years, if at all. The ICM-CAG merely 
provides a roadmap for initiating and continuing the management process. 

 Heather has been using the ICM-CAG long enough to recognize that Elina scored 
a “2” on chronicity, i.e., only one  chronic medical condition  —hypertension, which 
was not associated with the majority of services being used by Elina. Her medical 
director confi rmed this anchoring score. Further, there were many more abdominal 
symptoms than objective fi ndings of illness-related severity and impairment despite 
extensive evaluation. Elina could not work but she could participate in virtually all 
other family and volunteer activities. So where should Heather start in helping Elina 
achieve her personal clinical and functional goals? Elina defi ned her  personal and 
functional goals   in the following way:

    1.    Clinical goal—to better control her stomach pain: baseline 9/10 on pain ana-
logue scale.   

   2.    Functional goal—not so much time seeing doctors: baseline 10 medical encoun-
ters/month.    

Baseline HEALTH RISKS AND HEALTH NEEDS
Elina HISTORICAL CURRENT STATE VULNERABILITY
Total Score = 42 Complexity Item Score Complexity Item Score Complexity Item Score

Biological
Domain

Chronicity
HB1 2

Symptom Severity/Impairment
CB1 2

Complications and Life Threat
VB

3
Diagnostic Dilemma

HB2 3 Diagnostic/Therapeutic Challenge
CB2 3

Psychological
Domain

Coping with Stress
HP1 3 

Treatment Adherence
CP1 3

Mental Health Threat
VP 3

Mental Health History
HP2 2

Mental Health Symptoms 
CP2 2

Social
Domain 

Job and Leisure
HS1 2

Residential Stability
CS1 0

Social Vulnerability
VS 1

Relationships 
HS2 1 Social Support

CS2 0

Health System
Domain

Access to Care
HHS1 1

Getting Needed Services 
CHS1 2

Health System Impediments 
VHS

3 
Treatment Experience

HHS2 3
Coordination of Care

CHS2 3

   Table 4.7    Elina’s ICM-CAG at baseline       
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  Since there were no objective signs of a medical condition for which Elina had 
used so many services in the past, further tests and procedures likely would be fruit-
less. Heather’s Medical Director agreed with this. Denial of the laparotomy had been 
made prior to ICM referral. For that, Heather was sympathetic with Elina but quickly 
turned to a more positive approach, i.e., helping Elina fi nd alternatives to control her 
symptoms and improve her life. (Note that if Heather been involved in the laparot-
omy denial, the relationship with Elina would already have been severed.) 

 That Elina would do poorly without Heather’s help was evident from the three 
“red” scores for vulnerability but also 5 years of high healthcare service use. Further, 
it would likely be a while before “red” turned to “yellow” or “green.” In talking with 
Elina and the ICM Medical Director, several things surfaced that, unless addressed, 
would prevent progress in controlling symptoms. Elina needed a physician, 
 preferably in primary care, with whom she could develop trust and would be willing 
to work. Heather recognized that Elina was challenging for physicians during the 
clinical encounter and had already refused to return to certain clinics, so this would 
not be an easy task. Heather also needed to consolidate information about Elina’s 
care so whoever assumed responsibility for her care would be better able to sort out 
the “diagnostic dilemma” without duplicating previous evaluations. 

 While it was clear that focusing on more workups and blind interventions for 
Elina’s abdominal and numerous other complaints was not the answer, this had been 
the focus of attention by virtually every clinician Elina had seen. The challenge 
would be to slowly shift directions to achieve symptom control (or acceptance) 
without alienating Elina. At least the ICM-CAG gave Heather a platform from 
which she could discuss Elina’s health with Elina and develop a game plan to share 
with others involved in her care, i.e., the color-coded grid with a developed care plan 
(CP) (Table  4.8 ). Since Elina’s personal goal was pain control and a laparotomy had 
not been approved, Heather and Elina discussed the option of reviewing all that had 
been done so far and trying to fi nd a doctor who understood and was willing to 
follow Elina as a fi rst step.

   The initial care plan for Elina is far less extensive than her ICM-CAG suggests is 
needed but represents what Heather considered a reasonable start after negotiations 
with Elina. She understood that this ICM relationship was likely to last months if 
not years. Heather reviewed the plan with her Medical Director to make sure that 
she was not overlooking something that might be dangerous to Elina. Further, she 
did not pursue all components of what she knew would ultimately be a lengthy, 
complicated, and evolving care plan. Luckily, she had the ICM-CAG, which would 
keep her on track. 

 Other areas reserved for attention during the next several months included help-
ing to build trust between Elina and a new PCP (CHS2); clarifying whether BH 
conditions other than a substance use disorder and likely  somatization disorder   were 
present and needed attention (CB2, HP1, CP2—linked barriers); helping Elina learn 
to live with her symptoms (and discontinue narcotic use) (CP1, CB2—linked barri-
ers), such as by working with a pain clinic; and determining if Elina met long-term 
disability requirements (HS1). Heather anticipated that work with Elina would be 
punctuated with starts and stops, resistance, and sometimes hard feelings. This was 
not going to be a simple case. There were more than even odds that ICM would end 
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based on Elina’s frustrations about control and progress rather than satisfaction at 
ICM graduation. 

 Nevertheless, ICM for Elina had a signifi cant upside if it was successful. Elina 
could gain better control of her symptoms. Healthcare service use and cost of care 
could drop dramatically. Time spent on health issues could substantially decrease, 
opening opportunities for family and extracurricular activities. Further, Elina would 
be at less risk for iatrogenic illness from unnecessary and redundant tests, medica-
tions, and exploratory procedures. She already had a major complication related to 
her angiogram. In reality, the risk of missing a hidden illness causing Elina’s symp-
toms was less dangerous to her than the more aggressive assessments and treat-
ments to which she was increasingly being subjected.  

    Integrated Complex Case Management (ICM): Actual 
Management of Patients 

 The example of Heather working with Elina demonstrates that ICM, especially in 
patients with high health complexity, is a challenging knowledge and skill-based pro-
cess. Many common models of traditional case management do not appreciate this 
fact. Rather, they assume that utilization of talented, clinically seasoned nurses and/or 
social workers without additional training will lead to a successful case management 

    Table 4.8    Elina’s initial developed care plan (CP)   

 Barriers  Goals  Actions 

 CAG 
items   

 Prioritized 

 HB2, 
CHS2, 
CP1 

  Short-term  
 A trusted primary care 

physician for Elina 

 1. Assist Elina in fi nding a local 
physician 

 2. Share health challenges of Elina 
with new physician 

  Long-term   Care continuity; trust  Help preserve physician relationship 

 CB2 
  Short-term  

 Understand objective 
fi ndings from prior 

examinations and studies 

 1. Assist PCP perform review of 
Elina’s prior clinical evaluations 

 2. Brainstorm alternatives to tests 
and meds for symptoms control 
with PCP and medical director 

  Long-term  
 Perform only needed 

studies 
 Facilitate direction of care by PCP 

 CP1 
  Short-term  

 Reduction in needed 
medications 

 1. PCP review of current meds 
 2. Gradually discontinue 

unnecessary meds (iatrogenic 
substances of abuse) 

 3. Medication use diary 

  Long-term  
 Follows recommended use 

of needed medications 
 Monitor medication use 

Integrated Complex Case Management (ICM): Actual Management of Patients



94

program. Special procedures are unnecessary. Presumably, all that is needed is for the 
case manager to have an appreciation of general guidelines about how to educate 
patients about their illnesses, illness complications, and treatments; to improve the 
effi ciency and effectiveness of the biomedical  or  psychological care delivered to 
them; and to assure that patients are adhering to recommended treatments. 

 A second common miscalculation on the part of many who implement traditional 
case management programs is placing an early emphasis on truncated assistance 
and on helping patients to learn  self-management skills  . While self-management is 
an ultimate goal of most case management programs, including ICM, it is not 
 reasonable to expect that patients like Bob in Chapter   1    , Lokandra in Chapter   3    , and 
Elina in this Chapter will be able to fend for themselves in the near term, let alone 
months after being in case management. Patients with health complexity are often 
frustrated and defeated by their illnesses and resultant life circumstances. In the 
beginning, case managers need to do more  for  patients than  with  them. Once man-
agers establish credibility and show that they care enough to put in some of their 
own effort, responsibilities can gradually shift to patients. This requires a longitudi-
nal approach to the management process for outcomes to eventuate. 

 Finally, while all traditional case management models indicate that managers 
complete a comprehensive assessment of the patients that they work with, few 
clearly defi ne what should be included or how assessment results inform assistance. 
For this reason, most case management programs target  clinical  barriers to improve-
ment, the logical target for assistance, as the primary, and often the only, account-
ability for those providing service in their programs. Non-clinical barriers often 
receive attention only when they blatantly interfere with the recovery process. 

 ICM recognizes these shortcomings of  traditional case management   models and 
sets the stage for outcome-changing assistance by training ICM managers in stan-
dardized complexity-based comprehensive, communimetric assessments [ 11 ] that 
lead to focused and measured goals and actions as part of a longitudinal manage-
ment process. The ultimate objective is clinical improvement and health stabiliza-
tion accompanied by reduced impairment, greater satisfaction with care, better 
quality of life, and lower total healthcare costs. At the completion of ICM, patients 
should have the tools needed for self-management and return to standard care (grad-
uation). But what is it that ICM managers do after the ICM-CAG is complete that 
leads to these desired outcomes? 

    Helping (Managing) an ICM Patient 

 ICM begins by documenting baseline measureable outcomes in fi ve areas on  the 
  PCIP. For instance, jointly agreed upon personal- and ICM manager-generated “big 
picture” goals for Elina can be found in Elina’s baseline  PCIP   (Table  4.9 ). Once a 
baseline is established, then ICM proceeds with the end in mind, i.e., systematic and 
prioritized reversal of barriers to improvement found on the ICM-CAG with return to 
standard care (patient graduation). As ICM proceeds, the PCIP is updated at intervals 
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appropriate to the anticipated duration that the patient will be working with the ICM 
manager. In Elina’s situation, involvement in ICM is likely to continue beyond a year, 
whereas, in less complicated patients, total ICM time could be weeks or months.

   Barriers to improvement are delineated in ICM-CAG-guided and iterative CPs. 
An example of an initial CP is seen in Table  4.8  for Elina. These mutually agreed- 
upon documents by the patient and ICM manager contain more immediate but pro-
gressive goals and actions. Through the ICM process, they lead to monitoring of 
progress (CPOs) with the addition of an outcomes column to the CP (Table  4.10 ). 
 ICM goals  indicate where the ICM manager and patient wish to be at a future date, 
week, month, or year, related to the corresponding barrier to improvement.  ICM 
actions  are the steps that the patient, ICM manager, treating clinicians, and other 
stakeholders in the patient’s outcomes agree to take to achieve ICM goals. Goals 
and actions are linked but often need to be amended during the management process 
when intermediate goals are reached, are not being achieved, or are replaced by oth-
ers due to changes in clinical circumstances.

   The ICM process is typically intense during the initial phases. There is  bidirectional 
communication   between patient and ICM manager, the patient’s clinicians, and other 
stakeholders in the patient’s outcomes. Information gathering,  confi rmation, and con-
solidation occur early followed by targeted care plan assistance, preferably in collabora-
tion with the patient’s physicians. When progress is not taking place, as the natural 
history of the conditions and their treatment would suggest should happen, then adjust-
ments in the plan of care are made. This usually involves the patient, the patient’s clini-
cians, the ICM manager’s Medical Director, and the ICM manager, all of whom combine 
their efforts to achieve a common goal. More will be said about this in Chapter   6    . 

 The iterative process of ICM, presuming that the patient chooses to remain 
engaged, eventually leads to health stabilization or maximum benefi t. It is at this 

   Table 4.9    Elina’s  initial   patient-centered ICM performance ( PCIP  )   

 Measure  Baseline  Follow-up assessments 

 Time period  Initial (date) 
 4 Months 
(date) 

 8 Months 
(date) 

 12 Months 
(date) 

  Elina’s clinical measure (abdominal 
pain control—VAS)  

 9/10 

  Elina’s functional measure (doctor 
visits/month)  

 10 

  Elina’s health-related quality of life 
(days/week feeling well)  

 2 
     

  Elina’s satisfaction with care (VAS)   1/10 

  CAG score   42 
  Clinical measure (medications taken)   8 Routine; 16 

PRN 
  Functional measure (ability to work)   On LTD 
  Economic measure (hospitalizations/4 
months)  

 1 

  Economic measure (ER visits/month)    3   
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time that a fi nal ICM-CAG and PCIP, such as Tables  4.11  and  4.12  for Elina 
elucidate, are produced and the patient is prepared for graduation from ICM. Of 
course, intermittent ICM-CAGs and PCIPs should be performed throughout the 
period of participation in ICM to guide progress and the need for adjustments. 
These are shared with the patient and with the patient’s providers.

    Graduation from ICM is a particularly vulnerable time for patients who have 
participated in ICM. By the time of graduation, a bond will likely have developed 
between the patient and the ICM manager. Neither desires to break the relationship 
and move on, but it is important that the patient take responsibility for self- 
management. For this reason, during the period just prior to graduation, especially 
in those who have been in ICM for some time, effort is devoted to consolidating 

   Table 4.10    Elina’s care plan outcomes (CPOs)   

 CAG items 
(Elina’s) 
Barriers  

 Goal  Action  Outcome (at 4 months) 

      HB2, 
CHS2, CP1  

 Established 
primary care 

physician 

 1. Help fi nd 
 2. Help PCP understand 

Elina’s situation 

 Family physician in 
community health center 

understands need for 
consistency of practitioner 

      CB2  
 Clarity about 
Elina’s health 

problems 

 1. Consolidate records 
with PCP 

 2. Understand PCP and 
medical director 
strategy 

 Most records obtained 
after Elina’s consent, and 

summarized in single 
document (took months) 

      CP1  
 More appropriate 

use of 
medications 

 PCP med review with 
collaborative reduction 

and withdrawal 

 Immediate disposal of 5 
redundant medications, 
withdrawal of 3 more 
medications over time 

Graduation HEALTH RISKS AND HEALTH NEEDS
Elina HISTORICAL CURRENT STATE VULNERABILITY
Total Score =19 Complexity Item Score Complexity Item Score Complexity Item Score

Biological
Domain

Chronicity
HB1 2

Symptom Severity/Impairment
CB1 1

Complications and Life Threat
VB

1
Diagnostic Dilemma

HB2 2 Diagnostic/Therapeutic Challenge
CB2 1

Psychological
Domain

Coping with Stress
HP1 2

Treatment Adherence
CP1 0

Mental Health Threat
VP 1

Mental Health History
HP2 2

Mental Health Symptoms 
CP2 1

Social
Domain 

Job and Leisure
HS1 1

Residential Stability
CS1 0

Social Vulnerability
VS 0

Relationships 
HS2 0 Social Support

CS2 0

Health System
Domain

Access to Care
HHS1 1

Getting Needed Services 
CHS1 1

Health System Impediments 
VHS

1
Treatment Experience

HHS2 2
Coordination of Care

CHS2 0

   Table 4.11    Elina’s ICM-CAG at graduation       
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gains in the patient as well as helping them to develop habits of healthy behavior, 
including following through on preventive measures associated with existing ill-
nesses; exercising; following a healthy diet; and stopping destructive behaviors. 
Several ICM programs have found that it is easier to transition patients from “active” 
management to “inactive”  status  , rather than using the more fi nal terms of “gradua-
tion” or “case closure.” This allows patients to reinitiate contact with the ICM man-
ager if they fi nd that they are having more diffi culty. The expectation, however, is 
that it is patient, not ICM manager, initiated.   

    Summary Comment 

 This chapter used a complex case, Elina, to help physicians understand the mechan-
ics of the ICM process. While it condensed what actually happens during the ICM 
process, it provides a glimpse into the systematic approach that ICM uses to assist 
patients with health complexity. It is not the intent of this Chapter to suggest that all 
patients with health complexity will show the gains that Elina’s story illustrates. In 
fact, gains by ICM managers are limited in most patients since the patients are 
drawn from a population with the greatest personal challenges to improvement. 
Further, patients with health complexity are often the most resistant to change, e.g., 
give up recreational substances, follow complicated treatment protocols, etc. 

   Table 4.12    Elina’s ROM at graduation   

 Measure  Baseline  Follow-up assessments 

 Time period 
 Initial 
(date) 

 4 Months 
(date) 

 8 Months 
(date) 

 12 Months 
(date) 

  Elina’s clinical measure 
(abdominal 

pain control—VAS)  
 9/10     8/10  5/10  3/10 

  Elina’s functional measure 
(doctor visits/month)  

 10  8  1  1 

  Elina’s health-related 
quality of life (days/week 

feeling well)  
 2  3  5  5 (bad days) 

  Elina’s satisfaction with 
care (VAS)  

 1/10  5/10  7/10  9/10 

  CAG score   43  37  25  19 
  Clinical measure 

(medications taken)  
 8 Routine; 
16 PRN 

 5 Routine; 
11 PRN 

 3 Routine; 3 PRN 
(no narcotics) 

 2 Routine; 3 PRN 
(no narcotics) 

  Functional measure 
(ability to work)  

 On LTD  On LTD  LTD dropped 
 No work; 

personal activities 
  Economic measure 

(hospitalizations/4 months)  
 1  0  0  0 

  Economic measure 
(ER vists/month)  

 3  2  0  0 

Summary Comment
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 Even if a small percentage of those coming into contact with ICM managers 
show improvement, the gains in these few can compensate for the time spent with 
those who do not show improvement. For instance, Elina was utilizing nearly 
$175,000 annually in healthcare services with no relief on the horizon. If an ICM 
manager, such as Heather, can break the cycle of healthcare service use, persistent 
symptoms, more healthcare service use, in only a few of these patients per year, it 
is possible for her to create a win for all involved. Challenged patients get better. 
Physicians feel a sense of accomplishment and relief when their challenging 
patients fi nally show improvement. The care delivery system demonstrates an 
ability to achieve the Triple Aim in a costly subset of patients. Employers have a 
more productive workforce and lower contribution to insurance premiums. 
Government agencies have fewer patients using public program services. And, the 
system saves money.     
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    Chapter 5   
 The Organizational and Operational Setup 
of Pediatric Integrated Complex Case 
Management                     

 “When families are so caught up in trying to take care of their 
child’s mental health needs, regular healthcare needs—such as 
vision,    weight, blood pressure, allergies—fall to the wayside. 
When care is integrated, parents only have to go through one 
door, not multiple doors, to make sure their child is healthy.” 

 —Sue Abderholden, parent and executive director, NAMI 
Minnesota 

             Chapter Objectives 

•      To delineate the similarities and differences between Adult and Pediatric ICM 
organizational environments, manager selection, and manager training.   

•    To review specifi c components of the Pediatric ICM-Complexity Assessment Grid 
and how they differ from the Adult ICM-Complexity Assessment Grid.   

•    To discuss development of pediatric care plans, with a broad view about the 
unique infl uences played by family, the school system, community services, and 
the health system.   

•    To share an outcome scenario describing how Pediatric ICM attempts to opti-
mize a child/youth’s physical, behavioral health, neurocognitive, and life situa-
tion outcomes.      

 Chapter   4     describes in detail the operational organization of adult ICM programs. 
These programs are designed to bring the greatest value to patients as well as the 
health system stakeholders who sponsor them. Their success is accomplished by 
utilizing ICM to connect identifi ed clinical and non-clinical barriers to improve-
ment with goals and actions that will reverse them. This is true for adults with physi-
cal disorders, behavioral health (BH) disorders, or a combination of the two, while 
adding social and health system issues to the “multidomain”  complexity   mix. 
Patient candidates for adult ICM are considered to have health complexity. 

 So why is there  a   specifi c emphasis on pediatric patients? Should not the overall 
principles of ICM apply to 12-year-olds, just as much as they do to 52-year-olds? 
A pediatric ICM (PICM) would still have to encompass biological, psychological, 
social, and health-system considerations. So what special needs do patients under 
the age of 18 years have? 

http://dx.doi.org/10.1007/978-3-319-28959-5_4
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 In fact, there is not a clear “line in the sand” when working with individuals 
around the transition age. Utilizing ICM for a 17-year-old, for example, may not 
differ greatly from a 23-year-old. This is especially true if the 17-year-old has left 
home (emancipated minor) or is not involved in the educational system. 
Assessments for barriers to improvement and potential assistance procedures, 
however, are considerably different for younger children and any youth whose 
developmental stage lags his/her chronological age. Thus, the question becomes, 
“Can the adult ICM- complexity assessment grid (CAG) work for children/youth 
from birth to 18 years?” 

 As will be further described in subsequent pages of this chapter, there are sub-
stantial and unique infl uences related to physical growth, neurocognitive develop-
ment, family/caretaker issues, school attendance and learning, and health system 
impacts that need to be considered for children/youth in relation to pediatric ICM 
management. In short, applying the ICM-CAG to pediatric patients does not ade-
quately assess their child/youth-specifi c complexity needs. Before we discuss the 
PICM-Complexity Assessment Grid (PICM-CAG) itself, however, we will review 
organizational features that contribute to effective implementation of ICM for pedi-
atric populations. 

    Value-Added Pediatric Components in Organizational PICM 
Environments 

 Similar to adult ICM programs, PICM programs require certain critical organiza-
tional features to reliably impact long-term health and life situation outcomes [ 1 ]. 
Some of these organizational  features   are the same as for adults, albeit while using 
child/youth-specifi c PICM tools and procedures, and some are different (Table  5.1  
in  italics ). Readers are referred back to Chapter   4     for review of the environmental 
features pertinent to both adult and pediatric ICM programs.

   Successful pediatric ICM programs focus on clinical, functional, and economic 
health outcomes. These serve as the end-points for the more immediate achieve-
ment of care plan goals. Thus, attention needs to be given to the support system in 
which trained PICM managers work so that their efforts will maximize enduring 
benefi ts for patients and families. Obviating the development of crises is as impor-
tant in PICM as intervening when crises occur. 

 Effective PICM managers recognize and are committed to longitudinally 
addressing barriers to improvement associated with numerous life circumstances in 
a child/youth and the family  unit  . As such, PICM managers working in organiza-
tions with numerous resources, referral options, and community connections among 
their standard operating procedures are in a better position to assist in reversing 
health challenges for children/youth with health complexity. These child/youth- 
specifi c resources and connections must be understood, frequently reviewed, and 
routinely updated to maintain their currency and applicability when used on behalf 
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of children/youth and families. While this can be labor-intensive, it is critical for 
ensuring positive PICM child/youth and family unit outcomes. 

 A nuance to this includes PICM manager appreciation for evolving physical, 
emotional, and neurocognitive development as children/youth grow. PICM manage-
ment for a 2-year-old with severe  spastic diplegic cerebral palsy   and  dysarthria   
could be very different than if the same child was 12. In some situations, the PICM 
manager assisting such a child/youth will have continuous involvement over those 
10 years, and as the child/youth develops the assist procedures offered to the family 
would evolve. In others, adequately addressing complexity needs early, through 
PICM, may stabilize non-clinical or cross-disciplinary barriers to improvement suf-
fi ciently so that persisting serious and chronic manifestations of CP can be ade-
quately controlled while participating in standard care. 

 A separate, but critically important, distinction with PICM is the variability in 
family structures that will impact the management process. Approaches to a child/
youth with a strong and intact family structure will be quite different from one in 
which the family experiences signifi cant stresses and/or acts in dysfunctional ways. 
If one parent is absent, or if the two parents are at odds over treatment approaches, 
such situations will strongly infl uence the options open to PICM managers. Parents 
may have little infl uence over older teens, especially if there has been a chronic his-
tory of confl ict. Younger children typically will be highly infl uenced by their par-
ents unless the parent is largely absent or unengaged. 

 Unlike adults, and especially the elderly, pediatric patients with complex health 
conditions have the potential to carry success into adulthood if their PICM manage-
ment needs are effectively and effi ciently addressed during developmentally critical 
time periods. These needs are identifi able for physical, neurocognitive, and psycho-
logical development. This is one component that distinguishes PICM from its adult 
counterpart. Examples of critical time periods where action can be taken in this 
regard include:

•    Identifying and intervening for problems related to infant/child attachment to 
caregivers due to dysfunctional relationships during critically sensitive periods 
(generally under age three).  

   Table 5.1     Organizational program-based features   that add value to PICM   

 • A dedicated and focused PICM manager job description 
 • Longitudinal cross-platform PICM work processes 
 •  Recognition of age-specifi c youth needs  
 • PICM manager clinical  and  non-clinical assessments and assistance 
 • Pediatric medical and BH training and accountability without PICM manager handoffs; 

 parent/caregiver ICM support options  
 • Collaborative PICM manager support and assistance together with physician treatment to 

achieve goals, using the “assist-to-target” and “treat-to-target” approach 
 • A systematic method for prioritizing patients appropriate for PICM 
 • Creation of appropriate staff to patient ratios for ICM  support   

Value-Added Pediatric Components in Organizational PICM Environments
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•   Altering allergen exposure when persistent asthma associated with childhood 
exposure to secondhand smoke could develop (generally by age six).  

•   Increasing exposure to personal/social interaction in children/youth at risk for 
lifelong speech, language and reading defi ciencies associated with lack of stimu-
lation or neglect at home (preschool years).  

•   Fostering health and safety, including reduction in risky sexual behavior and 
drug and alcohol use, in children and adolescents (pre-teen and teenage years).    

 Optimizing both current and future outcomes associated with PICM is facilitated 
by collaboration between PICM managers and the physicians and other clinicians 
involved in the child/youth’s care. This could be a primary care physician, a BH 
specialist, or a clinician consultant involved in a selected component of the child/
youth’s treatment. PICM managers, who have greater potential to spend time with 
the child/youth and his/her family and to assess clinical and non-clinical health 
risks, can often uncover risks during these critical periods not captured by the child/
youth’s doctors. Thus, there is particular potential for synergy between the work of 
PICM managers and physicians during such critical periods. Physicians comple-
ment PICM manager’s fi ndings by initiating treatment changes designed to correct 
identifi ed risks and problems. 

 The range of professionals in various organizations with whom PICM managers 
potentially interact are summarized, but not limited to, the following:

•    With each patient’s local primary clinician (ideally one person) who oversees all 
medical and BH information sharing and provides primary healthcare services; 
most likely a primary care clinician, but could also be a specialist who supervises 
total care for a child/youth with a specialty-specifi c chronic disease.  

•   With specialty care clinicians who treat focal and specifi c medical, surgical, or 
BH conditions, e.g., pediatric cardiologists, pediatric surgeons, child psychia-
trists and psychologists, pediatric nurse clinicians, etc.  

•   With allied health professionals, such as physical therapists, speech therapists, 
social workers, occupational therapists, psychotherapists, etc.  

•   With pediatric hospital and clinic administrative personnel and clinical profes-
sionals, including those in general hospitals and child psychiatry care settings, 
emergency departments and urgent care clinics, residential facilities, etc.  

•   With school system personnel, including teachers, teaching aides, behavioral 
specialists, and educational service providers.  

•   With personnel running daycare, Head Start, or afterhours child care programs.  
•   With child/youth role models, such as clergy, coaches, music teachers, scout 

masters, club leaders, etc.  
•   With county social workers and other social service agency personnel.  
•   With community agency representatives, including law enforcement and the 

juvenile justice system.  
•   With health plan customer service representatives and benefi t administrators.    

 While this list is long, it is not exhaustive. 
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 PICM managers who have backgrounds and experience in working with children/
youth and their families have an advantage over those who have focused their prior 
professional healthcare activity on working only with adults. Nonetheless, PICM 
 training   (Table  5.2 ) was developed in a way that allows skilled Level 3C and 4C, and 
occasionally Level 2C, PICM managers (see Chapter   1    ) with adult-only clinical 
training and experience to gain the skills needed to effectively support assistance to 
children/youth and their families. Regardless of a PICM professional’s background 
and level of competency, all require participation in PICM training. Organizations 
that fail to include PICM Study Sessions and Face-to-Face training as part of 
program orientation and implementation are at risk for exclusion of core ICM 
principles and practices (see Table   4.3    ). PICM principles and practices are identical 
to adults but use tools and procedures pertinent to children/youth and family units.

   PICM involves signifi cant attention to both children/youth and parent/caregiver 
needs. In fact, for some families, progress with the child may not be possible until 
signifi cant parental barriers are addressed and effectively managed. This is one rea-
son that PICM managers need to understand and use adult ICM work processes 
before entering PICM training. Organizations, thus, must uniformly train PICM 
managers in ICM prior to PICM. Further, it helps if future PICM mangers  implement 
their adult ICM skills for several months in a sponsoring organization’s setting 
before entering PICM training since it increases their understanding of ICM tools, 
options, and opportunities. This on-the-job experience can then be translated into 
better PICM assistance delivery. 

 PICM managers are tasked with assisting assigned children/youth to achieve 
health stability. In many situations, the parents/guardians also exhibit multidomain 
contributors to a child/youth’s persistent illness and high health service use. For 
instance, parental homelessness, lack of employment, signifi cant unmet medical or 
behavioral needs or health system barriers may need to be mitigated before progress 

    Table 5.2     Choosing and training   PICM managers   

 1. Requisite licensed health professional credentials and background 
 2. Willing to add pediatric skills to ICM care support work processes 
 3. Training in core PICM principles and practice, including the following: 

  • Ability to triage for high-risk children/youth in targeted populations 
  • Ability to use the family-based relationship-building dialogue for assessment and scoring 

of health complexity using the PICM-CAG 
  • Ability to build plans of care with and for children/youth and family units 
  • Accountable for reversal of cross-disciplinary, multidomain clinical and non-clinical 

barriers to improvement with minimal case manager handoffs 
  • Participates in physician (treating clinician, medical director) supported case review and 

assistance 
  • Uses iterative PICM intervention, updating and adjusting as needed 
  • Knows when to add adult ICM managers to assist members of family unit 
  • With guidance, fosters care escalation when desired “measured” outcomes are not 

occurring as expected 
  • Graduates child/youth when documented goals or maximum benefi t is  achieved   

Value-Added Pediatric Components in Organizational PICM Environments
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for the child can be accomplished. When resources allow and it is appropriate within 
the family unit, the PICM manager can take on the additional “side” role of assisting 
family members or guardians on behalf of the child/youth. When insuffi cient 
resources are available or there are relationship challenges that complicate working 
with multiple family members, then a decision about whether to refer the parent/
guardian for their own ICM or equivalent is necessary. Since parents and their chil-
dren/youth are often covered under different insurance plans, referral within the 
same organization is not always possible. Programs sponsoring PICM managers 
should include in their orientations, options that are available for parents and care-
givers. Thus, they can indirectly maximize the ultimate benefi t to the child/youth.  

    PICM Manager and Clinician Collaboration 

 Similar to adult ICM programs, PICM managers bring value to children/youth, fam-
ilies, and their respective organizations only if their activities achieve health stabili-
zation and reduce the need for use of future health services. Regardless of who the 
treating practitioners are, their interaction with the child/youth’s PICM manager can 
improve children/youth and family PICM engagement, augment understanding of 
the relationship between clinical and non-clinical factors and health outcomes, and 
foster the development of common goals based on information provided by all 
involved in the treatment (clinicians) and assistance (PICM manager) process. 
Organizations that create  work   environments in which consistent and constructive 
communication between PICM managers and clinicians is possible will have greater 
success in achieving desired PICM program performance goals. 

 Since a core feature of PICM includes measured health outcomes, collaboration 
between the PICM manager and clinicians supports achievement of these outcomes in 
real-time. Further, collaboration expedites recognition of clinical non-response. The 
physician part of the PICM manager–physician dyad can alter treatment approaches, 
thus addressing clinical non-response. The PICM manager can help the child/youth 
and family follow through on changes in the treatment plan. It is this one–two punch 
that often makes the difference between health improvement with cost reduction and 
persistent high cost illness burden, which may persist into adult life. 

 As with adult ICM, in each PICM delivery program, there are challenges in cre-
ating a collaborative PICM  manager–practitioner team  , whether the sponsoring 
organization is a clinical system, a government agency, or a health plan.

•     Hospitals and clinics  often are insular in their approach to case management, i.e., 
focusing on maximizing benefi t to their own targeted settings, such as the clinic 
or the hospital. Further, they often attempt to assist and support the entire clinical 
population rather than limiting management activities to children/youth with 
health complexity. This commonly overwhelms PICM managers’ ability to bring 
a few long-term benefi ts to high need children/youth because time does not 
allow.  
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•    Government agencies  are challenged to fi nd a suffi cient number of providers 
with the time to work with PICM managers for the many children/youth in their 
ranks with high need. For providers receiving limited public program payment, 
clinic visits usually focus on the latest crisis. There is little time to interact with 
PICM managers and collaboratively derive benefi t through individualized PICM 
assistance.  

•    Health plans  experience challenges in children/youth and family engagement 
because strained provider relations do not engender practitioner cooperation in 
“health plan-based” recruitment or case management. As a result, health plan 
member engagement, i.e., the number willing to actively participate in PICM 
management, is often limited.    

 Despite these challenges in triage and establishing an effective physician and 
PICM manger team, all stakeholders in the care of children/youth need to explore 
creative options and relationships so that PICM can bring the greatest value to chil-
dren and youth. 

    Training Pediatric ICM Managers 

 As was  pointed   out in Chapter   4    , ICM managers are skilled health professionals 
who actively assist patients in stabilizing health and returning to normal function. 
PICM managers have the added dimension of optimizing long-term health and 
developmental outcomes for children/youth with complex needs. Thus, require-
ments for performing PICM are adjusted to this special population (Table  5.2 ). 

 An extra challenge is introduced in PICM by the fact that there are an insuffi cient 
number of health professionals with a child/youth focus or pediatric experience to 
meet the need for PICM managers. As a result, it has been necessary to develop 
training programs for adult ICM managers who will be assuming PICM responsi-
bilities that include content specifi c to assisting children/youth and their families 
(Table  5.3 ). For instance, most adult ICM managers will not have an understanding 
of the age of majority (consent) for various types of child/youth treatments. Most 
will also have little experience in working with the juvenile justice system and child 
support  services. These, among others, are training areas that must be covered as a 
part of PICM advanced practice training.

   How much specifi c  pediatric training and experience   is necessary for a PICM 
manager to be effective? The answer is that “it depends.” Of course, all PICM man-
agers should be exposed to a core knowledge base in working with children/youth 
and families, such as, but not limited to, the examples below:

•    How to work with family units in which the child/youth has poorly communicat-
ing divorced parents or confl icting thoughts about treatment options for the child/
youth, especially as children/youth reach adolescence.  

•   Who can give permission to gather second source information.  
•   How to address concerns about child abuse.  

PICM Manager and Clinician Collaboration
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•   At what age informed consent is necessary in order to talk with parents/
caregivers.    

 For smaller programs with limited personnel, it is probably best to optimize 
PICM by targeting a subset of staff for PICM training. While fewer PICM managers 
would be available, they would likely be more effective in working with the chil-
dren/youth to whom they are assigned. For larger programs or those programs that 
extend across the entire age spectrum, effective PICM can be added to ICM gradu-
ally over time so that eventually all ICM management professionals will have both 
adult and pediatric skills. Often large systems are better able to allow a subpopula-
tion of their staff to specialize, whereas smaller systems need “jacks of all trades” 
since the numbers of the subpopulation of clients/patients aren’t as big. 

 Ideal teams for PICM include combinations of PICM-trained professionals with 
backgrounds pertinent to the population served, e.g., adult and pediatric generalist 
and specialty nurses, adult and child/adolescent behavioral health specialists, and 
social work and child development specialists. Within such a collaborative work envi-
ronment, there can be seamless sharing about issues and barriers that arise. Often 
someone on the team will have a potential solution based on her or his specifi c skills, 
training, and experience. This type of environment leads to enhancement  for   all clini-
cians through a real-time cross-fertilization process, as was illustrated in the previous 
chapter. To this can be added access to pediatric and child psychiatry Medical Director 
expertise when there is a need to brainstorm about third- and fourth-line clinical inter-
vention options and/or communicate with treating practitioners. An alternative or 
supplemental option is to identify a knowledgeable practicing clinician in the com-
munity who is willing to serve as a “sounding board” for PICM managers.  

    The Pediatric ICM-Complexity Assessment Grid 

 As was noted above, it is necessary to complete adult ICM training before proceed-
ing to PICM training. This may not be intuitive since child/youth outcomes are the 
target of PICM manager involvement, but it is very important. The basic ICM and 
PICM process is the same. Managers “anchor” a PICM- CAG   (Table  5.4 ) using a 
relationship-building dialogue (Appendix   E    ), create a prioritized individualized 
care plan (Appendix   F    ), assist children/youth and their families while documenting 

   Table 5.3    Key areas of knowledge expansion for “adult” managers doing PICM   

 • Pre-PICM triage for youth/family units with high health and cost needs 
 • Appreciation for the unique nature of pediatric illnesses and care 
 • Basics about the impact of growth and development on treatment planning 
 • How to work with families, schools, community groups, and social services organizations 
 • Understanding laws and regulations related to confi dentiality and decision making in youth 

  Adapted from Kathol RG, Perez R, Cohen JS, The Integrated Case Management Manual, 
New York, Springer Publishing Co., 2010, with permission  
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goal attainment (Appendix   G    ), measure multifaceted outcomes (Appendix   H    ), esca-
late care when needed, and then graduate the child/youth back to standard care 
when barriers to improvement have reversed or stabilized. As with adults, progress 
in the PICM program is demonstrated by reduction in multidomain vulnerability 
scores on follow-up PICM-CAGs.

   Familiarity and experience with the adult ICM process serves as the foundation 
for PICM. The biggest difference in the assessment is that the PICM-CAG adds fi ve 
additional items to the complexity grid (Cognitive Development—HP3; Adverse 
Developmental Events—HP4; Caregiver/Parent Health and Function—HS3; 
Caregiver/Family Support—CS3; School and Community Participation—CS4). It 
also adjusts content of the remaining 20 “adult” complexity cell items to be perti-
nent to children/youth (Table  5.5 ). For instance, historical items refer to the lifetime 
of the child/youth, not just the last 5 years. “Job and Leisure” in the adult CAG 
(HS1) is changed to “School Functioning”. “Social Support” in the adult CAG is 
specifi ed “Child/Youth Support” (CS2) in the PICM-CAG since a “Caregiver/
Family Support” (CS3) item has been added.

   Treating practitioners do not complete PICM-CAG assessments, but they need to 
understand the scoring implications of items in the grid to implement clinical 
changes that improve “high” anchored scores. Having this knowledge will help 
practitioners recognize when a child/youth’s needs are ripe for an altered clinical 
approach, such as augmenting medical interventions or treating unrecognized BH 
conditions, or for PICM manager assistance, such as supporting the identifi cation of 

   Table 5.5    PICM-CAG complexity item risk content areas covered   

  New  
 •  Cognitive development (HP3) : intellectual impairment/delay 
 •  Adverse developmental events (HP4) : traumatic physical or mental life events 
 •  Caregiver/parent health and function (HS3) : caregiver health impairment or disability 
 •  Caregiver/family support (CS3) : caregiver support resources 
 •  School and community participation (CS4) : school attendance 
  Edited for children/youth  
 •  Diagnostic/therapeutic challenge (CB2) : special challenges for a child/youth 
 •  Coping with stress (HP1) : psychological coping with stress pertinent to child/youth 
 •  Treatment adherence (CP1) : resistance to treatment/non-adherence (parent or child/youth) 
 •  Mental health symptoms (CP2) : child psychiatric symptom severity 
 •  Mental health threat (VP) : effects on learning and mental condition care 
 •  School functioning (HS1) : school performance and socialization 
 •  Relationships (HS2) : family relationships/challenges (child/youth and parent) 
 •  Residential stability (CS1) : residential instability/safety and nutrition 
 •  Child/youth support (CS2) : supervision and support 
 •  Family/school/social vulnerability (VS) : vulnerability for future relationship, living, school 

needs 
 •  Treatment experience (HHS2) : parent or child/youth problems with doctors or health system 
 •  Coordination of care (CHS2) : care coordination and youth to adult transition challenges 
 •  Health system impediments (VHS) : vulnerability for poor access, transition, coordination of 

services 
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 safe   housing or nutritional supplementation or helping fi nd a secure job for a parent/
guardian. Specifi c anchor points for the PICM-CAG can be found in Appendix   I    , 
and the actions that a PICM manager may take on behalf of the child/youth for each 
item can be found in Appendix   J    . It is worth the reader’s time at this point to peruse 
each of these Appendices. It will help to gain an appreciation for item content and 
anchor points as well as the actions associated with each performed by PICM man-
agers and clinicians. This is particularly important if a practitioner will be working 
with children/youth supported by PICM managers during the foreseeable future.   

    Patient and Clinical Practitioner Indoctrination to PICM 

 For children/youth and families, an introductory appreciation of PICM’s contribu-
tion to the child/youth’s care and how to interpret the complexity grid is helpful. 
PICM managers frequently use the child/youth and parent/caregiver version of the 
“Understanding ‘Complexity Assessments’” document (Appendix   K    ) to engage 
children/youth and their families in the PICM process. The document contains three 
simple paragraphs that explain how the PICM-CAG attempts to detect barriers to 
the child/youth’s improvement with an illustration of the color-coded grid and sum-
mary comments for each risk-based item. From this, it is possible to move from the 
assessment dialogue to the child/youth support portion of PICM, i.e., where and 
how to start the assistance process. 

 Since PICM is a newcomer to  patient assistance procedures  , most physicians and 
other clinical practitioners will not be familiar with PICM and the value that it can 
bring to children/youth in their practices. Physicians and clinical practitioners, how-
ever, are the primary sources for helping patients understand which “health-related” 
services would be of value in the journey back to health. This is true whether the PICM 
process is supported through the physician’s clinical delivery system, a sponsoring 
health plan, a government agency, or the parent/guardian’s place of  employment. For 
this reason, a complementary, but slightly more detailed, explanation of PICM and the 
PICM-CAG for clinicians can be found in the clinician version of “Understanding 
‘ Complexity Assessments’  ” (Appendix   L    ). ICM and PICM managers can share this 
document with practitioners, accompanied by a cover letter (Appendix   M    ), when chil-
dren/youth in their practice are new to PICM. They do this in an attempt to marshal 
clinician support for PICM and also to engage them in the assistance process. 

    Using the Anchored PICM-CAG 

 An anchored PICM-CAG, which informs the development of a prioritized care plan 
in the same way that was described for adults in Chapter   4    , allows PICM managers 
to open a dialogue with both family units and physicians. With minimal explanation 
and the “Understanding Complexity” document, the PICM-CAG is largely intuitive. 
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Red indicates that the item is an area needing assistance procedures and green that 
the item requires no attention. 

 Thus, sharing a scored grid with a parent/caregiver and child/youth serves to 
open a discussion on whether the PICM manager “got it right,” and then how and 
where the assistance process can start. There will be differences of opinion about 
individual item scores between the family and the PICM manager. There may even 
be disagreements about scoring between parents and a youth. The point is that the 
PICM-CAG opens communication about barriers to improvement and engages the 
family and child/youth, where help should begin and how it should proceed. 
Engagement is an important part of the PICM process and it begins with the child/
youth and parent/caregiver. If they do not agree with the direction of action, there 
will be little change and PICM will be ineffective. 

 The same opportunity lies with the  child/youth’s clinicians  . Sharing a scored grid 
on a child/youth often opens the eyes of physicians to new possibilities on how to 
accomplish health stabilization. The PICM-CAGs can bring suggestions to physi-
cians and other clinicians on the treatment team about adjustments to interventions 
that may be effective. For instance, the clinician may not be aware that the child/
youth has not been using his/her inhaler at school because it is embarrassing to do 
so in front of classmates. Though simple and straightforward, a discussion on how 
to inform friends about the need for and use of an inhaler can be the difference 
between poorly controlled asthma, ER visits, and hospitalization versus persistently 
stable breathing. Additionally, the PICM-CAG manager can invoke the support of 
her/his PICM Medical Director who can connect with the treating practitioner and 
serve as an external resource when the clinical situation is complicated and would 
benefi t from a secondary review. 

 A PICM-CAG manager is the conduit for information and interaction with treat-
ing practitioners. The intent is not to suggest that the child/youth’s physicians are 
not intervening correctly. Rather, it is to bring to the clinicians’ attention informa-
tion they may not be aware of, e.g., prescriptions from two providers for  medications 
in the same drug class, or information suggesting that improvement is not occurring 
at an expected rate, such as when depression symptom scores worsen while on the 
same dose of antidepressant for over 2 months. This new information creates an 
opportunity for the child/youth’s clinicians to explore next steps with the child/
youth and parents/caregivers, often with the added expertise of another knowledge-
able physician, the PICM Medical Director. 

 In addition, the PICM manager can contribute directly as a part of the assistance 
process since she/he gathers and is accountable for changes in non-clinical barriers to 
improvement. For instance, discontinuous insurance coverage, unmet nutritional 
needs, or interfering parental health issues may be contributing to poor child/youth 
treatment adherence or completion of a  diagnostic clinical evaluation  . It is the respon-
sibility of the PICM manager to actively participate in correction of these contributors 
to persistently poor health that may not be apparent to clinical practitioners. 

 Improvements over time in the PICM-complexity score will reinforce the need and 
value of PICM and will provide documentation of outcomes for the child/youth 
that are visible to parents and clinicians. Further, use of the PCIP can demonstrate 
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“big picture” value in fi ve areas considered critical to program success for all stake-
holders in the return of children/youth to health, including the sponsoring organiza-
tion, a crucial player from which long-term support of the PICM program emanates. 

 Comparing the ICM and PICM grids side by side can be valuable for reinforcing 
the overall concept of the complexity grid as well as demonstrating the inherent 
differences.

•    In the “Biological Domain” the cells are essentially equivalent. While the specifi c 
medical conditions may vary, there is the same relative weighting of this category.  

•   In the “Psychological Domain” there is the specifi c inclusion of “Cognitive 
Development” (HP3) and “Adverse Development Events” (HP4). Both of these 
can have signifi cant bearing on the case management process, the overall com-
plexity scoring, and pose signifi cant barriers to overall health improvement.  

•   The “Social Domain” has the most signifi cant differences. “Jobs and Leisure” 
(HS1) in the adult grid is replaced by “School Functioning” in the child grid. 
Adult grid “Relationships” (HS2) is replaced by both “Family and Social 
Relationships” (HS2) and “Caregiver/Parent Health and Function” (HS3) to 
refl ect the compelling infl uence of the family and extended caregivers in the pedi-
atric grid. “Social Support” (CS2) in the adult grid is divided into three cells in the 
pediatric grid: “Child/Youth Support” (CS2), “Caregiver/Family Support” (CS3) 
and “School and Community Participation” (CS4). This serves to acknowledge 
the unique and powerful role each of these areas have on health for children/youth. 
The fi nal cell in the pediatric grid refl ects this broader infl uence, and is entitled, 
“Family/School/Social System Vulnerability” (VS) as opposed to simply “Social 
Vulnerability” (VS) on the adult grid.  

•   The “Health System Domain” has the same equivalent categories, but the scoring 
of individual cells will again refl ect the unique nature of pediatric conditions. For 
example, speech therapy services for adults often refl ect rehabilitative therapy 
after an injury—stroke, traumatic brain injury or cardiac-induced hypoxic event. 
For a pediatric population, the focus of speech therapy may be more along the 
line of “habilitative therapy”, designed to help a child attain the developmentally 
appropriate level of speech and language ability.    

 The total number of complexity cells in the pediatric grid is 25 compared with 
20 in the adult grid. The maximum complexity score for pediatrics is 75 compared 
with 60 for adults. Effort was made early in the development of the pediatric grid to 
keep the number of cells at 20. This turned out to be unworkable for a number of 
reasons, refl ecting the evolving nature of child development and the expanded non- 
clinical factors. This does not change the fundamental process of accurately scoring 
each cell and completing the grid. It only becomes important when trying to com-
pare the numeric value of complexity in adults and in pediatric patients, as it is not 
a “one-to-one” comparison. Thus, threshold scores for involvement in PICM and 
the number of cases assigned to managers based on total caseload complexity scores 
will differ. 

 The three  advantages   of the PICM-CAG are the same as for the adult CAG. First, 
the PICM-CAG compels ICM managers to complete a consistent and comprehen-

Patient and Clinical Practitioner Indoctrination to PICM



112

sive assessment. Both clinical and non-clinical barriers are identifi ed in a manner 
that traditional case management methods do not use. Second, the CAG permits 
direct connection of assessment fi ndings to prioritized care plan actions. Third, it 
allows for real-time measurement of clinical, functional, satisfaction, quality of life, 
and fi scal improvement over time.   

    Pediatric Case Example: Johnny 

 To illustrate the comprehensive assessment and  care plan developments      that are 
possible through application of the pediatric ICM-CAG, consider the case of Johnny. 

  Johnny is now 10 years old. He started out as a 27-week gestational age preemie, 
born to a 24-year-old single mother, April, who was experiencing symptoms of cho-
rioamnionitis, an infection of the fl uid surrounding the fetus, at the time of his deliv-
ery. In spite of receiving optimal care in the neonatal intensive care unit (NICU), 
Johnny suffered a number of complications of prematurity, including chronic lung 
disease, moderate cognitive delays, retinopathy, and hearing loss on his right side. 
His chronic lung disease was exacerbated by a strong family history of asthma and 
secondhand smoke exposure in the home.  

  Now age 10, Johnny has two younger siblings and April is a still single mother. 
His biologic father, Jerome, lives out of state and stopped paying child support soon 
after Johnny’s fi rst birthday. Jerome currently is in prison serving an 8-year sen-
tence for drug-related charges. April works outside the home and Johnny’s  maternal 
grandmother serves as the primary caregiver for him and his siblings when April is 
working. Further, April has her own health issues, including asthma, borderline 
diabetes, hypertension, moderate obesity, depression, and frequent excessive alco-
hol consumption. The family’s subsidized housing situation is stable.  

  Johnny’s current health is marked by poorly controlled asthma, recurrent exacer-
bations of eczema (a strong family history) and frequent stomach pains, possibly due 
to a combination of constipation and gastroesophageal refl ux. April has a hard time 
getting him to doctor appointments and is unable to adhere to his “asthma action 
plan”. Johnny’s grandmother and uncle, who live in the home, smoke. April does not 
like the way she is treated by the doctors when she takes Johnny to his clinic appoint-
ments. She feels like she is being scolded about the care she is providing to Johnny.  

  Johnny’s school progress is marginal at best due to signifi cant cognitive defi cits 
presumably related to his prematurity and the chorioamnionitis at the time of birth. 
He is a very “active” child in his classroom setting. His attention span is short and 
he has delayed reading and math skills. The school itself is overcrowded and under-
staffed, with very few ancillary services, such as tutoring support, speech, and lan-
guage therapy, or resources for hearing impairment. His classroom contains ten 
students over the recommended maximum number for his grade level with a single 
teacher present in the room.  

  Johnny does not do well with playtime, recess, or other group activities. He does 
not participate successfully due to his high activity level, short attention span, and 
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impulsive behaviors. He is not involved with community sports, partly because his 
asthma worsens with physical activity. The family has few connections to the com-
munity, other than with a small group of neighbors who have lived in that area for 
more than 8 years.  

  Social services and healthcare resources have both been generally unavailable 
to Johnny and his family. That said, April has not been an advocate for Johnny. 
Work demands, health issues, and frequent alcohol intake preclude attention to 
Johnny’s needs. April has a hard time making it to Johnny’s school conferences, 
even though she knows they are important.  

  Finally, even though Johnny is covered through a subsidized health insurance 
plan, clinics that accept the limited subsidized plan payment are not readily acces-
sible. They are located at a distance from Johnny’s home, have limited after-hour 
appointments, and have high physician and nurse practitioner turnover. Specialty 
care is even less accessible. Referrals for Johnny’s asthma, eczema, and stomach 
pains are almost always at times and in locations impossible for April. Further, 
April is not convinced that Johnny really needs that level of care anyway. Why can’t 
a “regular” doctor take care of this, she wonders?  

    Johnny’s Complexity Grid 

 Patient identifi cation for inclusion of PICM comes through various triggers, e.g., 
total claim costs, repeated emergency department visits, hospitalization for poten-
tially preventable conditions, identifi cation by clinicians as having  comorbid and 
complex conditions  , among others. Johnny surfaced for consideration of assign-
ment to PICM because his “accountable” primary care pediatric clinic used its reg-
istry to uncover patients with complicated and poorly controlled health conditions. 
Johnny was missing many clinic appointments, had used the emergency room 5 
times in the last 2 months, and was hospitalized on one occasion with a near-death 
experience due to status asthmaticus. He was costing the system much in health 
service use and had a potentially lethal condition. Unbeknownst to Johnny’s doc-
tors, he took his scheduled breathing medicine only occasionally and did not 
remember how to use his inhaler. 

 Once identifi ed for PICM, the next step was to approach April and get her buy in. 
A PICM enrollment specialist, attached to the  Accountable      Care Organization 
( ACO  ) to which the pediatric clinic belonged, approached her and Johnny at 
Johnny’s next clinical visit about the possibility of engaging in PICM. The PICM 
process was explained using the “Understanding Complexity” information sheet 
and was supported by the pediatrician who saw Johnny that day. April stated that it 
would be diffi cult to get permission from work for another appointment to complete 
the PICM evaluation. The enrollment specialist anticipated this and had a PICM 
manager, Shalonda, standing by to initiate the PICM-CAG. The initial interview 
took about an hour and a half but was well received by April. She saw potential, not 
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only for Johnny’s health but also her own. Johnny’s grid identifi ed multiple areas of 
potential need (Table  5.6 ).       

  The fi rst thing to notice is the multiple items associated with high complexity 
(scores of “2” and “3”) in all four domains. When working with either adults or 
children with health complexity, this is a common occurrence. The next steps of 
PICM are the critical ones to bring improvement in Johnny’s life, i.e., connecting 
PICM-CAG anchored items with care plan goals and actions. Progress may be slow 
initially, but systematic and intentional PICM will serve Johnny and his family well. 
Further, it will become obvious in weeks to months if improvement is occurring 
since the PICM patient-centered ICM performance (PCIP) supports documentation 
of real-time change on meaningful clinical, functional, and fi scal outcomes as well 
as child/youth and family satisfaction and quality of life (Table  5.7 ).

   Inexperienced or novice case managers, such as those at Competency Level 2C or 
below (see Table   1.7    ), would likely throw up their hands at Johnny’s complexity 
whether documented through a PICM-CAG or alternative assessment. They would 
have diffi culty knowing where to start the assistance process, most likely starting with 
what they know, i.e., is the asthma correctly diagnosed, is Johnny taking the right 
medications, is he fi lling his prescriptions, is he following the doctors’ orders. While 
missed appointments, dissatisfaction with doctors, and Johnny’s behavioral problems 
would surface, they would be unlikely to reach center stage; however, without 
addressing these issues poor control of Johnny’s asthma would persist and potentially 
progress. Other areas of importance would remain in the background, such as smok-
ing exposure and the contribution of April’s health to Johnny’s poor care and follow-
up. This is where training, supervision, case review and feedback to competent PICM 
managers have greater potential for supporting timely health stabilization. 

  Table 5.6    Johnny’s PICM-CAG at baseline  

Baseline HEALTH RISKS AND HEALTH NEEDS

Johnny HISTORICAL CURRENT STATE VULNERABILITY

Total Score = 54 Complexity Item Score Complexity Item Score Complexity Item Score

Biological
Domain

Chronicity 
HB1

3 Symptom Severity/Impairment
CB1

3
Complications and Life Threat

VB
3

Diagnostic Dilemma
HB2

0 Diagnostic/Therapeutic Challenge
CB2

3

Psychological
Domain

Coping with Stress
HP1

2
Treatment Adherence

CP1
2

Learning and/or Mental Health
Threat

VP

Mental Health History 
HP2

2

Mental Health Symptoms
CP2

3
Cognitive Development

HP3
2 2

Adverse Developmental Events
HP4

2

Social
Domain

School Functioning
HS1

2 Residential Stability 
CS1

0

Family/School/Social System
Vulnerability

VS

Family & Social Relationships
HS2

3
Child/Youth Support

CS2
1

2
Caregiver/Parent Health and

Function
HS3

Caregiver/Family Support
CS3

1
2

School & Community Participation
CS4

2

Health System
Domain

Access to Care
HHS1

3
Getting Needed Services

CHS1
3

Health System Impediments
VHS 3

Treatment Experience
HHS2

2 Coordination of Care
CHS2

3
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 Johnny’s PICM-CAG initial score was 54. Just as with the adult complexity grid, 
anchoring consistency within an organization is a key attribute for a high quality 
and well-functioning PICM  program  . Basically, it should not matter which of the 
PICM managers scores Johnny’s case, they should all achieve a total score within 
3–4 points of each other. Individual item scores will vary somewhat due to practice 
style and intervention priorities, but they should direct the development of a similar 
collaborative care plan between Shalonda and April.  

    Johnny’s Care Plan 

 The next critical step after creating a complexity grid is developing a care plan 
based on the PICM-CAG. This care plan will be unlikely to address all of the high- 
need (red) areas initially. Prioritization of risk areas that pose a danger must be the 
fi rst order of health assistance for the protection of Johnny. Since Johnny nearly 
died during a recent hospitalization, addressing Johnny’s asthma is listed at the top 

   Table 5.7    Johnny’s pediatric patient-centered ICM performance   

 Measure  Baseline 
 Follow-up 

assessments 

 Time period  5/17/2014  Date  Date  Date 

  Johnny’s clinical goal 
(better breathing–# episodes/week)      

 12 

  Mother’s clinical goal (fewer trips to ER–#/month)       2.5 
  Johnny’s functional goal 

(fewer disciplinary measures at school–#/week)      
 2/week 

  Mother’s functional goal 
(improved school performance–# calls home from 

school personnel/week)          
 3/week 

  Johnny’s health-related quality of life 
(# of friend-related activities/week)      

 0 

  Family satisfaction with healthcare 
(VAS 1-10)      

 2 

  Johnny’s PICM-CAG score   54 
  Johnny’s clinical measures  

  – FEV1  
  – Missed breathing meds (# Rxs/week)  

 72 % 
 12/14 

  Johnny’s functional measures 
(improved school performance–progress on 

individualized educational plan goals)      
 0/6 goals met 

  Johnny’s economic measure 
(ER//PCP encounters–ER//PCP visits/month)      

 2.5//0 
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of the care plan. However, support for Johnny’s acute respiratory problem will not 
be sustained unless other identifi ed issues, such as the mother’s diffi culty in getting 
off work to provide transportation to the doctor, use/abuse of alcohol and allergens 
in Johnny’s home, are addressed (Table  5.8 ).

   Of course, there are also other areas that are contributing to Johnny’s persistent 
health diffi culties and high service use that must be addressed once the prioritized 
potentially lethal situation has stabilized. Some of these, such as addressing Johnny’s 
academic achievement, are listed at the bottom of Table  5.8  without long-term goals 
nor inserted actions. Still others, such as Johnny’s eczema; chronic abdominal pain; 
mental health issues, including attention defi cit disorder with hyperactivity (ADHD); 
and need for community-based support, will be addressed in the care plan at a 
later date. These important—yet less acute—parts of the care plan are not present 
in Table  5.8  since space does not allow. Since PICM is an iterative process, having 
a fully completed care plan at the onset of working with Johnny is preferable so 
that all factors are understood during prioritization and timely attention to each 
barrier to improvement can remain in mind and be delivered as soon during PICM 
as possible. 

 The care plan is a tool for improvement that the child/youth and family create 
jointly with the PICM manager. This should refl ect what is feasible and possible for 
the PICM manager—in coordination with the family—to accomplish. Motivational 
interviewing is always core to the case management process [ 2 – 4 ]. Change is hard 
but comes only from the child/youth with the support of his/her family. Thus, moti-
vational interviewing skills coupled with use of the child/youth and family personal 
goals will help them to identify the desired goals as their own.  

    Documenting Value for Johnny and the PICM Program 

 The  care plan outcome   (CPO) and PCIP templates for children/youth is the same as 
the documentation templates used for adults. The CPO confi rms that care plan 
actions are completed and that short- and long-term goals are being achieved. As 
each prioritized goal is accomplished, then goals and actions for barriers represent-
ing lower need are added until each of the identifi ed items in the PICM-CAG have 
been addressed with documentation of one of three outcomes for each item: (1) 
resolution of barrier, (2) stabilization of barrier with additional progress unlikely, or 
(3) maximum benefi t has been reached. 

 Some care plan goals will not be achieved or will require that the PICM manager, 
the child/youth and family, and the treating clinicians revisit the actions needed to 
achieve desired goals. In some situations, goals and actions will require alteration as 
the reality of the illnesses or life situations experienced are more challenging than 
initially thought or as clinical circumstances change. Regardless, the MP3 is the 
instrument that can be used to  document care plan (CP)   outcomes, as exemplifi ed in 
Table  5.9 .
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   Recording of the progress made toward improving outcomes is important for rein-
forcing value to the family; winning support of physicians, other clinicians, and clini-
cal administrators; and tracking program success. Table  5.10  provides an example of 
Johnny’s PCIP at graduation. It is different than the CP and CPO in that it assesses 
meaningful big picture outcomes for Johnny, whereas the CP and CPO measure 
progress with the steps along the way. The PCIP is perhaps the most important 
component of the ICM and PICM process because it provides concrete evidence of 

     Table 5.8    Johnny’s initial care plan (CP)   

 Barriers 
 Goals 

 Actions 

 CAG 
items 

 Prioritized 

 CB1, 
CB2, 
CP1, 

HHS2, 
CHS1 

  Short-term  
 Controlled 

asthma attacks 

 1. Quantify number of attacks and prescribed 
breathing medications 

 2. Assists in fi nding a nearby primary care 
clinic 

 3. Helps establish a consistent primary care 
physician (PCP) 

 4. Have Medical Director talk with PCP about 
possible specialist involvement (pulmonary, 
allergy) 

 5. Explore transportation/mother’s support 
during Johnny’s clinical stabilization—create 
“acceptable” strategy 

 6. Document appointment and treatment 
adherence 

 7. Monitor change in asthma attacks—share 
with clinicians/April 

  Long-term  
 Minimal impact 

of asthma on 
daily activities 

 1. Support caregivers in reducing tobacco use 
in the home 

 2. Have Medical Director ask about home 
allergen testing 

 3. Assure communication of PCP and other 
clinicians 

 4. Address bad experience with doctors 

 HS2, 
HS3, HP1 

  Short-term  
 Maternal 

support for 
Johnny 

 1. Support mother in addressing her health 
issues, including alcoholism 

 2. Identify & address main barriers preventing 
mother and Johnny from attending school 
and health appointments 

 CP2, 
HP3, HP4 

  Short-term  
 Improved 
academic 

achievement 

 1. Submit a request for the school to evaluate 
progress on Johnny’s IEP 

 2. Advocate for reevaluation of Johnny’s IEP 
with the goal of increasing support for his 
cognitive delays, hearing loss, and vision loss 

Pediatric Case Example: Johnny
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health improvement to win the support of even the most skeptical physician, while 
formulating the critical “value story” for long-term support and success of the pro-
gram. It is also a component of PICM that takes time and effort to complete.

       Johnny’s Graduation 

 The ultimate goal of PICM is to move the child/youth and family to the point of self-
management and self-suffi ciency. Though it may not always be possible or practical, 
the child/youth’s clinical treatment team should be consulted about the decision to 
graduate the child/youth from PICM and request support in the transition process 
back to standard care. Graduation from PICM should be celebrated in whatever way 
that is most appropriate for the program’s setting. Tracking this metric will reinforce 
the value that PICM brings to families and the organization as a whole. 

 Where applicable, families that have successfully completed PICM and have 
moved to graduation may serve as a resource and support group for other families 
that are just starting in the process. They can also serve as ongoing advisors to PICM 
to create even better PICM support capabilities. Finally, they can serve as a transition 
resource for families that are nearing the end of their PICM participation.   

   Table 5.9     Johnny’s   care plan outcomes (CPOs)   

 CAG items 
(Johnny’s) 

 Goal  Action  Outcome (1 month) 

  Barrier  
 CB1, CB2, 

CP1, HHS2, 
CHS1 

 Controlled asthma 
attacks 

 1. Establish Johnny’s 
clinical situation 

 2. Help fi nd PCP and 
potential specialists 

 3. Confi rm available 
transportation 

 4. Establish adherence 

 1. New PCP closer to 
home; summarized 
clinical information 

 2. Uncle helping with 
transportation 

 3. Starting to use inhalers 
regularly 

   Barrier    
 HS2, HS3, 

HP1 
 Maternal support 

 1. Develop relationship 
with mother 

 2. Work with mother to 
identify her personal 
health goals 

 3. Identify the main 
barriers to attending 
Johnny’s health & 
school appointments 

 1. Mother attended a visit 
with her PCP 

 2. Still drinking but 
considering seeking 
treatment 

 3. Identifi ed transportation 
as a major barrier for 
attending appointments 

  Barrier  
 CP2, HP3, 

HP4 

 Improved 
academic 

achievement 

 1. Submit individualized 
educational plan (IEP) 
reevaluation request 

 1. Mother wrote a letter 
requesting IEP 
reevaluation 

 2. School has scheduled 
the reevaluation 
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    Summary 

 PICM shares many of the essential features of adult ICM. There are suffi cient differ-
ences when working with a pediatric population and their families, however, that a 
parallel but separate approach is needed with characteristics specifi cally designed for 
children/youth. To date, we are aware of no other case management program, espe-
cially created for children/youth, that has assessment and intervention components 
particularly focused on the integration of physical and behavioral health and the 
incorporation of  social and health system   factors impacting health, as are found in 
PICM. It is our hope that with appropriate training, competent ICM managers with or 
without pediatric backgrounds will be able to improve outcomes for families with 
children/youth having early life health complexity. Ultimately improved health dur-
ing early life development may lead to better health and productivity in adulthood, 
thus continuing the return on the health system’s investment throughout the lifespan.     

   Table 5.10    Johnny’s PCIP at graduation   

 Measure  Baseline  Follow-up assessments 

 Time period  5/17/2014  6/15/2014  7/12/2014  9/15/2014 

  Johnny’s clinical goal 
(better breathing–# episodes/week)  

 12  7  2  2 

  Mother’s clinical goal 
(fewer trips to ER–#/month)  

 2.5  1  0  0 

  Johnny’s functional goal 
(fewer disciplinary measures at 

school–#/week)  
 2/week  2/week  1/week  0/week 

  Mother’s functional goal 
(improved school performance–

calls home from school personnel/
week)  

 3/week  2/week  0/week  0/week 

  Johnny’s health-related quality of 
life 

(# of friend-related activities/week)  
 0  0  2  5 

  Family satisfaction with healthcare 
(VAS 1-10)  

 2  5  8  10 

  Johnny’s PICM-CAG score   54  48  43  37 
  Johnny’s clinical measures  

 72 %  75 %  82 %  83 %   –FEV1  
  –Missed breathing meds # Rxs/week   12/14  7/14  1/14  0/14 

  Johnny’s functional measures 
(improved school performance– 

progress on individualized 
educational plan goals)  

 0/6 goals 
met 

 0/6 goals 
met 

 1/6 goals 
met 

 4/6 goals met 

  Johnny’s economic measure 
(ER-PCP encounters//ER-PCP 

visits/month)  
 2.5//0  1//3  0//2  0//1 

Summary
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    Chapter 6   
 Indirect and Direct Physician Support 
for Integrated Case Management in Adults                     

             Chapter Objectives 

•      To help physicians differentiate the types of    assist-and-support services     being 
offered/delivered to their patients.   

•    To clarify physician’s roles in relation to ICM and other forms of case 
management.   

•    To expand on patient triage prior to enrollment in ICM.   
•    To describe what physicians need to know about the ICM-CAG, its anchor points, 

and the anchored ICM-CAG’s relation to    the development of care plans.     
•    To explain physician collaboration with ICM managers during iterative case 

management as patients move to ICM graduation.   
•    To elucidate the synergy between ICM managers and physicians in improving 

patient health.      

 The Physician’s Guide is being written to assist physicians and other treating pro-
fessionals effectively work with ICM managers so that they can maximize long- 
term health and cost benefi ts for patients and the system. ICM is an advanced branch 
of case management, which targets total health improvement in patients, and espe-
cially those with health complexity. It can be used to address the needs of patients 
with selected medical and/or BH conditions, such as occurs in disease management 
programs, or those with combinations of illnesses. It is effective in both medical and 
BH settings and patients, but has its greatest value when there is a desire to assist 
patients regardless of illness combination or location of service. This allows ICM to 
be used in multiple venues including care delivery systems, such as hospital and 
clinical systems or ACOs; government programs; employers; health plans; and 
other companies or organizations that desire to improve the total health of a population 
and reduce its health-related costs. 

  To lead people, walk beside them… As for the best leaders, the 
people do not notice their existence. The next best, the people 
honor and praise. The next, the people fear; and the next, the 
people hate… When the best leaders work is done the people 
say, “We did it ourselves!”  

 —Lao-tsu 
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 Since ICM is not disease-oriented, it can be used effectively for patients with rela-
tively common  chronic illnesses  , such as diabetes mellitus, bipolar affective disorder, 
and congestive heart failure, as well as for those with uncommon yet chronic condi-
tions, like amyotrophic lateral sclerosis (ALS), paranoid disorder, or Goodpasture 
syndrome. While it can be employed in patients with illnesses of low severity and 
acuity, ICM is especially designed for patients in high clinical need and with high 
health-related cost. Being applicable for patients with a wide range of conditions and 
illness severities allows ICM implementation as a unifi ed approach to case manage-
ment for all clients/patients within an organizational structure. 

 ICM is not intended to be a quick fi x for focused needs of patients, though com-
ponents of it can be used effectively for such. Rather, it is broad-based and con-
structed so that ICM managers develop a relationship with their patients and assist 
them in achieving longitudinal health stabilization or maximum benefi t. In most 
patients, ICM can be completed in several months, though with less complex 
patients duration of assistance may be measured in weeks. For a small percentage of 
patients, such as Bob and Elina, correction of barriers to improvement may take the 
better part of a year. In a few, persistent longitudinal assistance may be required to 
safeguard health stability. 

 The construct of ICM is different than assist-and-support work processes spe-
cifi cally devised to impact isolated barriers to improvement. For instance, there are 
now many transitions of care programs intended to ensure that communication 
among clinicians and coordinated care is streamlined as patients pass from inpa-
tient to outpatient settings. This is a unique time-specifi c form of patient healthcare 
assist-and-support services with evidence of value [ 1 ]. It is performed during the 
several weeks after hospital discharge to prevent the need for readmission and to 
decrease the likelihood of adverse medical events at a time of high patient 
vulnerability. 

 ICM can also address needs arising from care transitions (CHS2 in the ICM- 
CAG—Coordination of Care) but does not limit its activity to this individual assis-
tance procedure. Rather, through the ICM process,  care transition   needs are 
addressed while uncovering and dealing with multiple other barriers to improve-
ment that may be present. ICM’s goal is not only to reduce readmissions and post- 
discharge adverse events but also to help patients stabilize their total long-term 
health. Isolating single areas of health risk and correcting them, such as care transi-
tions, is core to ICM but fi ts within the context of a comprehensive prioritized assis-
tance process. 

 Recognizing these core principles of ICM, how do physicians participate in ICM 
and contribute to desired outcomes? This Chapter will discuss the role of physicians 
in relation to four activities, i.e., patient triage, ICM-CAG fi ndings interpretation, 
collaboration in ICM, and patient graduation. Before addressing these areas, how-
ever, a few words will be said about helping physicians: (1) differentiate ICM from 
other types of assist-and-support services and (2) understand the different roles that 
they might play when involved with ICM activities. 
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    Differentiating ICM from Other Types of  Assist-and-Support 
Services   

 Since the majority of assist-and-support activities available in today’s market do not 
use  core-value-enhancing ICM practices   (Table  6.1 ), physicians working with a 
“case manager” fi rst need to understand what type of assist-and-support services the 
manager is providing. Terminology that is used to describe case managers, such as 
care manager, care coordinator, patient navigator, or health coach, does not tell phy-
sicians about the actual work processes that will be used or what the manager’s 
goals are. Current terminology is ill defi ned, which leads to confusion about what 
patients and their physicians can expect, both in terms of services and outcomes.

   In fact, many calling themselves “case” or “care”  managers   are really “benefi t” 
(utilization) managers (see Chapter   1    ) and, thus, do not contribute to improved out-
comes for patients. Benefi t managers rarely talk with patients. Rather, they adjudicate 
patients’ benefi ts. To differentiate benefi t managers from case managers, simply ask 
whether the “management” personnel are  primarily  (50 % or greater time allocation) 
charged with “approving and disapproving”  delivery   of services to patients (Table  6.2 , 
question #1). Those who do, including many who say they devote only 25–50 % time 
to these activities, are benefi t managers regardless of what term they use to describe 

   Table 6.1    Core value- enhancing   ICM practices   

 • Pre-ICM triaging for patients with health complexity 
 • Using relationship-building comprehensive multidomain assessments 
 • Correct anchoring of complexity-based ICM-CAGs 
 • Building medical and behavioral care plans, based on anchored ICM-CAGs 
 • Performing longitudinal iterative ICM with real-time clinical, functional, satisfaction, quality 

of life, and fi scal outcome measurement 
 • Implementing physician-guided escalation of care to reverse barriers and stabilize health 
 • Moving patients to self-management and  graduation   

     Table 6.2    Questions used  to   differentiate “management” types   

 1. Does the manager mainly “approve or disapprove” medical or behavioral services/
procedures for patients? If yes, stop! 

 2. If not, what are the assist-and-support goals? 
  – Assist with a chronic illness, care transition, return to work, other 
  – Assist with total health outcomes (medical, BH, both) 

 3. On average, how long will assistance and support be provided to the patient? 
  – Single encounter, days, months, years 

 4. What type of assistance and support is given? 
  – Situation/condition-focused assistance, e.g., education, adherence, etc. 
  – Clinical and non-clinical assistance 

Differentiating ICM from Other Types of Assist-and-Support Services
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themselves.  Additional time need not be spent working with them once medical 
necessity discussions are complete since theirs is not a “patient helper” role. 

   Chapter   1     differentiates patient healthcare assist-and-support programs, based on 
management intensity and summarizes characteristics associated with each (Table 
  1.4    ). In many situations, those performing low-intensity management do not inter-
face with their “client’s” physician. They tend to work in the background, directly 
with the client, and under the direction of many potential  supporters   of the low- 
intensity care management services. For instance, employers may contract with 
employee assistance professionals, wellness coaches, and/or disability managers to 
foster improved productivity of their workforce by encouraging healthy behaviors 
and assisting employees through illness episodes. Most often, physicians have no 
idea that these managers are even talking with one or more of their patients. 

 Physicians should generally support such  low-intensity managers  , even though 
managers don’t communicate with them or their offi ce staff since they typically 
support treatment adherence and healthy behaviors. Problems can arise when these 
managers (and managers providing greater levels of management intensity): (1) 
raise questions about the appropriateness of treatment or (2) arise from multiple 
sources of help, e.g., from health plans, employers, and ACOs, all supporting inde-
pendent but similar manager services at the same time. When either of these occurs, 
patients and their physicians need to work together to determine which managers 
are of value and should become part of the patient’s care team and which should not. 

  Medium-intensity care managers   are more likely to contact one or more of a 
patient’s clinicians. Most often, these managers work directly with patients experi-
encing active though less acute and severe health problems, e.g., renal failure pro-
gram managers, workers’ compensation managers, and county caseworkers. To 
differentiate these managers from high-intensity care managers, additional clarify-
ing questions (Table  6.2 , questions #2, 3, 4) can be of help. 

 Medium-intensity care managers, also called case managers (see Chapter   1    ), 
actively interact with patients at  discrete   time points in their care to accomplish a 
targeted goal, such as education about a chronic condition and reinforcement of 
adherence behaviors (disease management), assistance with getting needed proce-
dure approval (workers’ compensation), or supporting end of life services (pallia-
tive care). Even when these case managers are not a part of the physician’s hospital 
and clinic system, they are professionals worthy of physician endorsement to 
patients. Their job is to foster better patient understanding of illness, follow through 
on treatment recommendations, and help coordinate clinical services. 

 Medium-intensity care managers usually interact with patients’ physicians or 
their staff only occasionally; such as to obtain clarifi cation of treatments and thera-
peutic goals, since medium-intensity case manager work processes are generally 
well delineated. When approached, it is a value to the patient for her/his physician 
or the physician’s staff to collaborate with medium-intensity care manager support 
though they may not be directly in control of it. To the extent possible, it is well to 
try to understand the medium-intensity manager’s approach to support and her/his 
ultimate goals to make sure they are in synchrony with the practitioner’s. 

  High-intensity case managers  , also called complex case managers, deserve the 
greatest involvement and support from physicians for their managed patients if a 
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value-added model is used, i.e., one likely to improve health outcomes while conserv-
ing or reducing the need to use healthcare services. Complex case managers are more 
likely to address a broad  range   of health challenges experienced by the patients with 
whom they work, to use a longitudinal approach, and to provide clinical and non-clini-
cal assist activities (Table  6.2 , questions #2, 3, 4), especially when patients with health 
complexity are the target population. Models of  complex case management  , however, 
vary in:

•    How they triage patients.  
•   What constitutes a comprehensive assessment.  
•   Whether they address both medical and BH conditions.  
•   How they perform assist activities and interact with patients, the patient’s clini-

cians, and community support personnel.  
•   What constitutes success at the completion of the management process.    

 Thus, before practitioners spend  time   supporting these potentially valuable 
resources, it is well to contact the support organizations providing the management 
in order to clarify the triage procedures, the assessment process, the management 
activities and average durations, and the targeted outcomes. This will help physi-
cians know whether the complex case management model used for discrete patients 
is likely to bring long-term improved health with the potential to reduce total health 
costs. Further, such inquiry will inform the physician about whether she/he can tap 
into the management support process to augment outcomes in other identifi ed 
patients with health complexity. 

 ICM is a subset of complex case management with defi ned triage recommenda-
tions, relationship-based assessment and intervention procedures, standardized care 
plan development methods, multidisciplinary longitudinal assistance, and measured 
health outcomes as primary success metrics. Because of the well-defi ned, value- 
added features associated with ICM, this Physician’s Guide specifi cally discusses 
how physicians can maximize results from its use through interaction with and sup-
port of ICM managers.  

    Physician Roles in Actual ICM Management 

 Physicians may play three general roles associated with the delivery of ICM and 
other forms of case management. First, they and other licensed practitioners may 
serve as primary treating clinicians for the various symptoms/ailments/conditions 
experienced by patients assigned to an ICM manager. Second, they may serve as 
Medical Directors to the ICM managers assisting patients. And third, they may be 
providers secondarily involved in specifi c aspects of a patient’s care, such as a surgical 
specialist or physiatrist, with whom an ICM manager is involved. Each of these 
has an important role in augmenting the patient experience and improving health 
outcomes, but physicians in each of these roles must understand how they can 
collaborate to optimize results. 

Physician Roles in Actual ICM Management
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    Treating Practitioners 

 As discussed in Chapter   1    , the practice of medicine is a team sport in today’s health-
care environment. While the treating physician–patient relationship is at the heart of 
the care process, physicians and other treating providers are now expected to work 
with clinical teams to maximize health in populations of patients. Case managers 
can be part of this team, directly or indirectly. “Direct” case managers are those 
working within a discrete hospital and clinic system or as employees of a physician 
group. Employers of direct case managers control the location of service delivery, 
determine manager workfl ows and activities, and establish goals and objectives. 
Often direct case managers work onsite with physicians and patients in their clinics 
and hospitals. Some bring value. Others do not [ 2 ]. 

 A health plan, a business, a government agency, or a patient’s family may alter-
natively support “indirect” case managers. While indirect case managers do not 
work directly with treating physicians, they may still be of considerable value to 
patients depending on their employer’s approach to care support and assistance. 
Most indirect case managers assist patients over the phone, i.e., telephonic case 
management. This is a form of case management that can be effi cacious [ 3 – 5 ], 
about which many practitioners are unaware. Other indirect case  managers   support 
patients at or near their place of residence, so called “feet on the street” case manag-
ers. This latter approach to case management is most commonly used as a part of 
public programs since patients with low socioeconomic status often don’t have the 
resources to allow unfettered phone “minutes” or a stable living situation. Going to 
them is necessary for assistance to be given. 

 The fi rst step for  treating   physicians is to ascertain the level of management 
intensity being delivered by the direct or indirect managers to whom their patients 
are being exposed, based on the description above (also see Chapter   1    ). Little time 
need be spent with benefi t (utilization) managers unless it is to advocate for addi-
tional services needed by the patient. Low-intensity assist-and-support personnel 
can bring value to patients but usually do not need assistance or involvement by 
patients’ physicians. Tacit support is all that is required unless negative manager 
effects are brought to the physician’s attention, such as questioning the therapeutic 
approach or the presence of multiple confl icting managers for the same patient. 

  Medium-intensity case managers   deserve more attention and backing by treating 
clinicians as long as their objectives are coordinated with those of the treating practi-
tioner and her/his staff. Even isolated gains, such as manager stimulated use of a dia-
betic diary, support for treatment compliance, or education about a chronic condition 
can add to better outcomes for patients. Since medium-intensity case managers usu-
ally have established workfl ows, support for these professionals usually does not 
interfere with a physician’s clinic routine. It does, however, require that the case man-
ager have access to needed patient information and endorsement by the treating pro-
vider. In return, the case manager should keep physicians, who are actively participating 
in the patient’s care, abreast of what is being done on the patient’s behalf along with 
positive and negative outcomes related to the case manager’s involvement. 
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 When a value-added form of complex case management, such as ICM, is identi-
fi ed as the approach being used by a case manager, more active physician collabora-
tion is usually benefi cial for both the treatment team and the patient.  Value-added 
complex case managers   become partners with physicians in the journey to health for 
their patients in common.  Physicians diagnose disorders and recommend treat-
ments. Complex case managers help to create a treatment environment supporting 
execution of treatment plans and achievement of health goals. Complex case man-
agers ensure that care is coordinated and that patients are able to follow through on 
treatment recommendations; are getting better; and, if not, are moving to the next 
line of assist activities or treatment.  Thus, physicians and complex case managers 
should work collaboratively on behalf of the patient to achieve common goals. 

 This means that physicians should encourage patient cooperation with complex 
case manager support and supply needed clinical clarifi cation about the patient’s 
health issues and treatment planning. Simultaneously, the complex case manager 
should share information with the patient’s physicians on uncovered clinical and non-
clinical barriers to improvement and the assist activities being pursued. Challenges 
with medication and/or treatment adherence are an example where the case manager 
may have very helpful information about which the treating clinician is unaware. 

 Communication and collaboration between physicians and  complex case manag-
ers   is easier when the two are part of the same system, e.g., within an ACO, but this 
is not always the case. Complex case managers may work for a health plan or a case 
management sub-contracted vendor’s team. Thus, sometimes it is necessary for the 
physician and case manager to collaborate by obtaining necessary releases of infor-
mation to share pertinent information verbally and through written/electronic record 
access. Typically, as part of complex case manager’s work routine, permissions, 
such as those found in the ICM Universal Consent Form template (Appendix   N    ), 
will also be obtained to support communication among multiple physicians and 
other providers involved in complex patients’ care. 

 Patients involved in complex case management are commonly those in whom 
health stabilization has been elusive. Thus, many do not improve with fi rst or even 
second line approaches to treatment. In these situations, the complex case manager 
may be charged with documenting whether improvement is occurring and assisting 
in initiating the next steps needed for “measured” clinical outcomes to occur. They 
do this in two ways. First, they identify non-clinical factors that may contribute to 
treatment non-response, e.g., that the patient never fi lled his/her prescription due to 
cost or didn’t show up for a needed test due to a language-based misunderstanding. 
When non-clinical factors are involved, complex case managers work with patients 
(and their physicians) in correcting these barriers. 

 And second, when non-clinical factors do not appear to be a major contributor to 
non-response, complex case managers work with both treating physicians and their 
case management Medical Director (when available) to brainstorm about and adjust 
the treatment approach as indicated. While the treating physician is the ultimate 
decision maker in a patient’s care, a case management Medical Director can be of 
considerable assistance by providing fresh ideas about potential intervention options 
and/or specialty support. 

Physician Roles in Actual ICM Management
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 While  complex case managers   can be of considerable assistance to selected 
patients, their involvement with patients can also become burdensome to the daily 
fl ow of patient care, especially when they compete for patient and physician time with 
other managers supported by varied patient-outcome stakeholders, e.g., health plans, 
government programs, or employer groups. In these situations, physicians can become 
overwhelmed and patients can become confused. From a logistical point of view, it is 
preferable for complex case managers to be organized through a single source for a 
discrete population and to use common management procedures understood by treat-
ing physicians. When this is not possible, the patients and physicians will need to 
develop a strategy that maximizes the benefi t that case managers can bring. 

 In many forms of case management and complex case management, treating 
practitioner participation is not an expectation. Other than occasional sharing of 
necessary information about the patient and management activities, the two profes-
sionals work in parallel to each other but with little direct contact. This is not the 
case for ICM and its ICM managers. In ICM, open communication and collabora-
tion among the patient, direct and indirect ICM managers, treating practitioners, 
and other clinical team members is preferred. Communication can be expedited 
through mutual medical record access and sharing of the ICM-CAG, CP, CPO, and 
PCIP fi ndings. 

 ICM differs from many forms of complex case management in that it is mea-
sured health outcome, not process, oriented. When expected improvement is not 
occurring, then both treating practitioners and the ICM manager are important con-
tributors to and accountable for the patient’s return to health. Treating physicians 
and other providers, such as BH therapists or psychiatrists, provide the needed med-
ical expertise to “treat to target” while the ICM manager tackles non-clinical barri-
ers and supports next treatment steps in collaboration with the patient and the 
patient’s clinicians, i.e., “assist to target.”  

    Case Management  Medical Directors   

 In the current traditional “management” environment, program Medical Directors 
are generally called upon only to support program administration or to assist man-
agers when direct contact with treating providers is required for selected patients. 
For most Medical Directors, the latter falls in the domain of utilization management 
where clarifi cation about medical necessity is required. In most case management 
programs, Medical Directors typically are not as actively involved in patient man-
agement activities. Rather, they spend the majority of their time supporting program 
logistics and answering questions that case managers may have related to illnesses 
in specifi c patients. Occasionally, they may also participate in case conferences. 

 ICM recognizes that nurses, social workers, and case managers from other health 
professions often do not have the expertise needed to develop assistance and/or 
treatment alternatives for patients with health complexity based on their level of 
training and experience. Further, it understands that busy clinicians may be reluc-
tant to work with ICM managers due to lack of understanding about the value that 
ICM managers bring, or just a heavy workload. Treating practitioners may also bear 
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hostility toward the location from which the manager is supported, e.g., a health 
plan. For this reason,  ICM Medical Directors  not only support the ICM program 
they also provide access to ad hoc physician level expertise and participate in rou-
tine review of active ICM manager cases. This allows them to understand clinical 
and non-clinical patient circumstances and to discuss alternatives when improve-
ment is not occurring. 

 When adjustments to the therapeutic approach appear worth considering or non- 
clinical information about a patient would be of value to the patient’s treating practi-
tioners, direct provider communication may be considered. This is a particularly 
important, yet under recognized, contribution found in ICM that is not a part of many 
other complex case management programs/models. In order to do this effectively, the 
ICM manager must have defi ned goal expectations, the ability to measure clinical and 
functional outcomes, and an ICM support system, including the availability of one or 
more Medical Directors that allow her/him to identify and  receive   assistance in mov-
ing a patient toward health. Collaboration between ICM Managers and Medical 
Directors is vital for this “assist and treat to target” component of ICM [ 6 – 8 ]. 

 Using this model, the ICM Medical Director reviews a predetermined subset of 
the ICM managers’ patient panels weekly or biweekly and helps develop alternative 
approaches to correct unsuccessful assist activities or treatments currently under-
way. Once the review is completed, the ICM Medical Director may communicate 
with selected treating providers of non-improving patients to discuss potential help-
ful options. The treating physician is the one who decides and may initiate changes 
based on the discussion. While some treating physicians, who do not understand the 
benefi t of ICM, consider this as an intrusion to their autonomy, those with knowl-
edge of ICM and the value of team care realize that the ICM-CAG  and Medical 
Director   expertise may expedite achievement of health goals. The ICM process 
helps to explore alternatives for patients who may not respond to standard treatment 
protocols. Such mutual effort often can create a “win” for all.  

    Other Treating Practitioners 

 In addition to the primary and specialty medical and BH providers making ongoing 
longitudinal contributions to the patient’s care, there will be other physicians or 
treating professionals who provide expertise, recommendations, and/or interven-
tions, such as medical or surgical specialists, naturopaths, or counselors. While 
these clinicians may only see the patient occasionally or provide services that may 
seem extraneous to the focus of case management, they still constitute a meaningful 
component of care and/or can create dissonance about the treatment approach. 

 For this reason, they should also understand and be receptive to ICM and other 
complex case manager queries and, when needed, they should participate in the case 
management process. For instance, when a patient receives confl icting information 
from two treating providers, such as a primary care physician and an alternative 
medicine provider, it is important for the confl ict to be clarifi ed, if not resolved, on 
behalf of the patient. This is often an activity in which ICM and other complex case 
managers can assist.  
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    Physician’s Role in Patient Triage for ICM Assistance 

 The general principles of triage were outlined in Chapter   2     (see Case-Triggering ver-
sus Health Complexity Assessments). Triage itself does not bring value to patients 
but it is essential for ICM to ensure that patients with the most to gain clinically and 
economically are preferentially targeted to receive this advanced time-intensive ser-
vice. Administrative clinician input, including the ICM manager supervisors and 
ICM Medical Directors, is an important part of this process since they understand the 
goals of ICM and the number of case managers needed to support the clinical popu-
lation. ICM Medical Directors can also help to prioritize the patients most in need of 
services at the time of identifi cation. Administrative clinicians support internal con-
sistency and facilitate direct communication with treating clinicians. 

 Treating physicians may also participate in the triage process. They are most 
familiar with the population served, so they may confi rm that patients identifi ed by 
automated case-triggering systems are the best candidates to benefi t from ICM ser-
vices. They may also already have identifi ed patient-specifi c barriers to clinical 
improvement, thus contributing valuable information for the initial evaluation. 
Furthermore, to the degree that they understand that there will not be enough ICM 
managers to help with every patient, treating physicians can contribute to initial 
patient database targeting procedures and subsequent clinical algorithms. 

 It is a combination of administrative clinicians and treating physicians who are 
most suited to inform the level of rigor that will be used to reduce the total popula-
tion to the 2–8 % of highest risk patients using patient registries, claims databases, 
predictive modeling tools, and/or complex case-identifying clinical algorithms. 
When this is complete, informed clinical judgment can then further restrict the number 
eligible for ICM participation based on available clinical information, treating prac-
titioner experience with the patient, the motivation of and ability to communicate 
with the patient, and the fi scally based limitation in the number of ICM managers 
available to deliver ICM services.  Ultimately, the goal is to select those who can 
benefi t most from ICM services, clinically and economically, and to prioritize 
assigning them to an ICM manager with time to support their care.  

 Higher health complexity in ICM manager patient panels limits the total number 
of patients that can be assigned to a case manager. Further, overextending ICM man-
agers negates potential for health and cost improvement. Thus, an ICM manager 
panel size should be based on measured complexity of their patient panel, such as 
with composite ICM-CAG scores. For instance, the average number of total patients 
that can be carried at a given time by an ICM manager serving a highly complex 
population subset ranges between 20 and 50. Depending on the number of months 
that patients are in management, the total number completed (graduated) by each 
manager in a year ranges from 125 to 250. This would mean two to four ICM manag-
ers would be required to serve 5 % of a panel of 10,000 patients (500 patients) being 
treated by a group of fi ve primary care physicians with patient panels of 2000 each. 

 Because case management is a clinical enhancement that is satisfying for patients 
and physicians, there is commonly a desire to enroll more patients in ICM than the 
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number of ICM managers would be able to effectively handle them. For this reason, 
it is necessary to place strict limits on the total number of patients assigned and 
managed, presuming that triage procedures are enrolling those with the highest risk 
and highest need. Further, the management activities of ICM managers should be 
structured so that patients move toward improved outcomes and “graduate.” This 
allows them to move on to new cases. As will be seen, real-time outcome measure-
ment documents targeted improvement and ICM-based vulnerability assessments 
inform appropriateness for graduation using ICM methodology.  

    Physician Understanding of ICM-CAG Anchoring and Its 
Relation to Care Plan  Development   

 Physicians and other treating providers do not perform  ICM-CAG assessments   nor 
do they create care plans based on complexity fi ndings. They do, however, need to 
understand the implications of anchored/scored ICM-CAGs, how they relate to the 
development of individualized care plans, and how physicians can use this informa-
tion to better treat their patients. 

 Understanding how to interpret the simple,  color-coded   ICM-CAG will:

    1.    Provide new and important information to physicians about patients receiving 
ICM assistance.   

   2.    Allow them to help their patients derive value from the support services of their 
ICM manager.   

   3.    Lead to adjustments in their own treatment planning based on additional clinical 
and non-clinical data.    

  The ICM-CAG (Table  6.3 ) is  a   multidomain comprehensive complexity assess-
ment designed to uncover health-related and non-health-related life circumstances 
that interfere with a patient’s ability to stabilize their health, i.e., risk factors that 
predict poor outcomes. Each domain (bio—“B,” psycho—“P,” social—“S,” and 
health system “HS”) contains fi ve complexity (risk) items: two historical (“H”), two 
current (“C”), and one vulnerability (“V”). The lettered notations allow use of short-
hand to talk or write about the complexity item, e.g., Chronicity = HB1 (historical, 
biological, fi rst item), Social Support = CS2 (current, social, second item).

   Each ICM-CAG item is “anchored” (scored) on a Likert scale from “0” to “3.” 
Anchor points for the items can be found in Appendix   B    . During development of the 
complexity grid and thereafter, researchers from nine countries in Europe went to 
extensive effort to establish and confi rm reliability [ 9 – 11 ] for the scores of each item 
and the total instrument’s construct validity [ 12 – 19 ]. Further, the ICM-CAG has 
matured with time so that there is now a self-assessment version [ 19 ], versions usable 
in the elderly [ 11 ,  19 ], and, most recently, a version for children and youth [ 20 ]. 

 Initial researchers on the ICM-CAG developed score anchors for each item with 
the intent that they would lead to potential actions by the patient, the ICM manager, 
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the patient’s clinicians, and/or other stakeholders in the patient’s health outcome. 
This is called “ clinimetrics     ” rather than “psychometrics” since scores translate 
directly into clinical assistance. For instance, the anchor points for Mental Health 
Symptoms (CP2) can be found in Table  6.4 . A score of “0” indicates that there are 
no problems with mental health issues. Thus, there are no potential actions for the 
ICM manager and others involved in the patient’s care (Table  6.5 ); whereas, scores 
of “1” to “3” indicate progressively more serious diffi culties and increased immi-
nence for need of action. In a patient with a score anchored at “3,” a wide variety of 
potential assistance activities in the near future would be considered in the patient’s 
care plan. Anchor point actions associated with CP2 and other complexity items can 
be found in Appendix   O    .

    Close inspection of the actions associated with complexity items reveals that 
none involve “treatment” by the ICM manger. ICM managers do not treat patients. 
They assist patients through “care” plans, not “treatment” plans. On the other hand, 
many item-related ICM actions include assist activities that foster treatment adher-
ence, measurement of targeted clinical and functional outcomes, and working with 

   Table 6.3    Integrated case management- complexity assessment grid   (ICM-CAG)   

 Date  Health risks and health needs 

 Name  Historical  Current state  Vulnerability 

 Total score  Complexity item  Score  Complexity item  Score  Complexity item  Score 

 Biological 
Domain 

 Chronicity (HB1) 
 Symptom severity/
impairment (CB1)  Complications and 

life threat (VB)  Diagnostic dilemma 
(HB2) 

 Diagnostic/therapeutic 
challenge (CB2) 

 Psychological 
Domain 

 Coping with stress 
(HP1) 

 Treatment adherence 
(CP1)  Mental health 

threat (VP)  Mental health 
history (HP2) 

 Mental health 
symptoms (CP2) 

 Social 
Domain 

 Job and leisure 
(HS1) 

 Residential stability 
(CS1)  Social 

vulnerability (VS) 
 Relationships (HS2)  Social support (CS2) 

 Health 
System 
Domain 

 Access to care 
(HHS1) 

     
 Getting needed 
services (CHS1)  Health system 

impediments 
(VHS)  Treatment 

experience (HHS2) 
 Coordination of care 

(CHS2) 

   Table 6.4    Anchor points for mental health symptoms (CP2)   

 0. No mental health symptoms 
 1. Mild mental health symptoms, such as problems with concentration or feeling tense, which 

do not interfere with current functioning 
 2. Moderate mental health symptoms, such as anxiety, depression, or mild cognitive 

impairment, which interfere with current functioning 
 3. Severe psychiatric symptoms and/or behavioral disturbances, such as violence, self-

infl icted harm, delirium, criminal behavior, psychosis, or mania 
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the patient’s clinicians and/or the ICM medical director if improvement is not occur-
ring and escalation of care may be necessary. 

 In addition to directly promoting physician recommendations, other ICM man-
ager actions target non-clinical barriers to improvement, such as fi nding funding for 
medications, helping to fi nd safe housing, connecting the patient with a food bank, 
or coordinating clinician communication. Reversing  non-clinical barriers   is often 
the stimulus for patient adherence to clinical treatment recommendations. For 
instance, a patient with a poor support system may miss follow-up appointments. 
Thus, helping a patient fi nd community support resources could improve her/his 
clinical outcome through better adherence. 

 With the exception of  Mental Health History   (lifetime) and  Access to Care   (last 
6 months), anchoring of historical items is related to the last 5 years in adults. 
Current item scores refl ect what has been happening during the last 30 days. 
Vulnerability is anchored based on the anticipated outcome during the following 
3–6 months if ICM management was discontinued. 

 At the outset of the ICM assessment, the ICM manager uses a scripted dialogue 
(Appendix   C    ) to anchor complexity items and complete the ICM-CAG. Thus, the 
dialogue is presented as a “discussion” with the patient that is divided into seven 
overlapping content areas (Table  6.6 ). For example, the patient-ICM manager con-
versation may begin with the statement: “Tell me about yourself,” and the ICM 
manager may glean information pertinent to scoring several ICM-CAG cells while 
building rapport with the patient. The ICM manager will be working with the patient 
for weeks to months. Particularly during the initial evaluation, ICM managers strike 
a delicate balance between obtaining necessary information and demonstrating 
compassion and understanding. Unless patients believe that ICM managers care 
about them and their well-being, the potential for change deteriorates.

   Table 6.5    Potential ICM manager actions related to mental health symptoms anchor points (CP2)   

 1.  Mild mental health symptoms : ensure primary care treatment with stepped access to 
support from mental health professionals; ensure unfettered access to physical and mental 
health records by all the treating clinicians 

 2.  Moderate mental health symptoms : Perform appropriate actions under #1; ensure that acute, 
maintenance, and continuation treatment is being provided by primary care physicians with 
mental health support and backup; facilitate primary maintenance and continuation 
treatment provided by primary care physician (medical home) with mental health specialist 
assistance, i.e., a psychiatrist and mental health “team” (psychologists, social workers, 
nurses, substance abuse counselors, etc.) when condition destabilizes, becomes complicated, 
and/or demonstrates treatment resistance; assist with instituting symptom documentation 
recording system, such as, PHQ-9, GAD-7, etc.; ensure that the crisis plan is available 

 3.  Severe psychiatric symptoms and/or behavioral disturbances : Perform appropriate actions 
under #1 and #2; include customized actions based on interview; support active and 
aggressive treatment for mental conditions by a mental health team working in close 
collaboration with primary care physicians, who care for concurrent physical illness; 
facilitate use of geographically co-located physical and mental health personnel to improve 
the coordination of treatment; confi rm persistent symptom documentation recording system, 
such as, PHQ-9, GAD-7, etc.; ensure physical and mental health treatment adherence 
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   The interchange allows a fl exible fl ow of inquiry with the potential for the ICM 
manager to express empathy and spend time understanding the patient’s personal 
and family issues in addition to illness-related facts. Since it is a dialogue, the con-
versation is allowed to fl ow naturally. At the completion of the initial phase of the 
dialogue, the ICM manager can come back to “missed” items of importance by 
reviewing the ICM-CAG and connecting items needing scoring with additional 
scripted open-ended questions. 

 Finally, the scripted dialogue closes with a request for the patient to give the ICM 
manager one personal clinical and one personal functional goal that they would like 
to work toward with the help of the ICM manager as well as their current level of 
satisfaction with their healthcare and quality of life. These will become the baseline 
for ongoing health outcome targets, documented in the PCIP, during the course of 
ICM. It is through personal goals that the patient becomes engaged in the care plan. 
Satisfaction and quality of life are complementary patient-centered outcomes of 
importance, core to ICM practices. 

 Scored items can be entered into the  color-coded complexity grid   with accompa-
nying notes using ICM software or alternative ICM tools. These should provide a 
visual that can be shared with and quickly interpreted by patients and their practitio-
ners using the “Understanding Complexity Assessments” explanation sheets 
(Appendices   P     and   Q    ). Patients and clinicians may use the ICM- CAG as a tool for 
reviewing where challenges lie and where assistance might start. The color-coded 
ICM-CAG’s interpretation is intuitive for most. It does not take long to engage the 
patient, their caregivers, and providers in the next steps. 

 Since the complexity items are action-oriented, the ICM-CAG can be directly 
translated into prioritized goals and actions in the form of a written plan of care 
based on the level of vulnerability and need. At this stage, the treating practitioner’s 
role is to understand the fi ndings reported on the ICM-CAG, to encourage patients 
to collaborate with the ICM manager, and to stay abreast of progress or failure, 
contributing to improved outcomes as needed.   

   Table 6.6    Content areas and open-ended initial scripted questions for adults   

 •  General life situation  (1): Can you tell me about yourself, such as where you live, who you 
live with, how you spend your days, what your hobbies and interests are? 

 •  Physical health  (2): How is your (name main medical illness) affecting you today? 
 •  Emotional health  (3): How do you feel emotionally, such as worried, tense, sad, or forgetful? 
 •  Interaction with treating practitioners  (4): Can you tell me who you see for your health 

problems? 
 •  Health system issues  (5): Can you tell me whether you have diffi culty in getting the 

healthcare you need? 
 •  More sensitive personal information  (6): What kind of a person are you, such as outgoing, 

suspicious, tense, or optimistic? 
 •  Additional information from patient  (7): What things did I not ask about that you think are 

important? 
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    Physician Understanding of the ICM Domains 

     Biological Domain      

 The Biological Domain targets identifi cation of barriers to improvement related to 
biomedical conditions. This is the most common focus of assessment and interven-
tion for traditional case management sponsored by non-BH management services. 
BH management services alternatively target mental health and substance abuse 
issues found in the Psychological Domain. Table  6.7  summarizes the type of risks 
and ICM outcome objectives that case managers uncover and address through ICM 
in this domain. All items within the Biological Domain pertain  only to medical 
conditions  with the exception of the item titled Diagnostic/Therapeutic Challenges 
(CB2). For this item, anchoring of a “3” indicates that there is likely one or more 
non-medical contributor to the persistence of medical symptoms that needs to be 
addressed, such as depression or treatment non-adherence, in order for the patient to 
have a successful “medical” recovery.

   At this point, readers should spend time reviewing the anchor points and associ-
ated actions for items in the Biological Domain (Appendices   B     and   O    ).  

   Table 6.7     Biological domain        

 • Chronicity (HB1—last 5 years) 
  – Risk—presence of chronic medical conditions 
  – CM outcome objective—illness understanding and treatment engagement; consistent and 

coordinated care 
 • Diagnostic dilemma (HB2—last 5 years) 

  – Risk—inconsistent or inappropriate treatment 
  – CM outcome objective—medical diagnosis clarifi cation and targeted treatment 

 • Symptom severity/impairment (CB1—last 30 days) 
  – Risk—uncontrolled illness or unnecessary impairment 
  – CM outcome objective—stabilized illness and maximum function 

 • Diagnostic/therapeutic challenge (CB2—last 30 days)       
  – Risk—complicated, invasive, costly, or painful tests or interventions; non-medical 

contributions 
  – CM outcome objective—least complicated, invasive, costly, and painful medical tests and 

interventions; non-medical contribution reversal; stabilized health 
 • Complications and life threat (VB—next 3–6 months) 

  – Risk—poor medical outcome if CM withdrawn 
  – CM outcome objective—stabilized physical illness; successful patient self-management 
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     Psychological Domain      

 The Psychological Domain does not just assess for BH conditions. Rather, it targets 
identifi cation of barriers to improvement related to the patient’s coping skills, their 
mental health history and current symptoms, and their willingness to engage in 
treatment recommendations. Table  6.8  summarizes the type of risks and ICM out-
come objectives that ICM managers uncover and address in this domain.

   The Coping with stress (HP1) item evaluates the patient’s ability to identify and 
solve challenges and deal with stress in their lives. For instance, when this indicator 
of resiliency is impaired, high scores during assessment may expose use and abuse 
of recreational substances or alcohol as a means to cope with stress. Treatment 
Adherence (CP1) assesses the patient’s adherence to treatment recommendations 
but also attempts  to      identify and reverse the reasons for non-adherence (Appendix 
  R    ). This item is often connected to other risk items in the care plan as a result. 
 Treatment adherence is intended to assess what the patient does, not what she/he 
says . Thus, if the patient is not following through on a treatment program even with 
an expression of willingness to do so, CP1 would be scored “2” or “3” since actions 
belie what the patient says. 

 Historical and current mental conditions are recorded using the Mental Health 
History (HP2) and Symptoms (CP2) items. Along with Barriers to Coping, these 
two items are commonly omitted from evaluations in traditionally “medical model” 
case management programs, whereas they are often the focus of attention in “behav-
ioral” case management programs while “biological” items are excluded. When 
issues, such as depression are identifi ed in patients participating in “medical” case 
management programs, patients may be transferred to BH managers for assistance. 

   Table 6.8     Psychological      domain   

 • Coping with stress (HP1—last 5 years) 
  – Risk—non-productive problem-solving capabilities or handling of stress 
  – CM outcome objective—stress reduction; improved problem-solving strategies 

 • Mental health history (HP2—lifetime) 
  – Risk—history of mental health symptoms associated with impaired function 
 – CM outcome objective—mental health support and necessary follow-up 

 • Treatment adherence (CP1—last 30 days) 
  – Risk—poor assessment and treatment adherence 
  – CM outcome objective—documented adherence with improved health 

 • Mental health symptoms (CP2—last 30 days)       
  – Risk—presence of mental health symptoms/conditions 
  – CM outcome objective—mental condition stabilization; appropriate level of care 

 • Mental health threat (VP—next 3–6 months) 
  – Risk—poor coping, adherence, mental health outcomes if CM withdrawn 
  – CM outcome objective—independent ability to handle stress and solve problems, 

adhere to treatment, and have stabilized mental health symptoms 
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The reverse is true for those in “behavioral” programs. Unfortunately, patients 
commonly don’t or aren’t able to follow through, despite referral [ 21 ,  22 ]. This is 
the reason that ICM trains case managers with medical or BH backgrounds to assist 
with cross-disciplinary issues without handoffs. 

 At this point, readers should spend time reviewing the anchor points and associ-
ated actions for items in the Psychological Domain (Appendices   B     and   O    ).  

     Social Domain      

 The Social Domain (Table  6.9 ) targets identifi cation of barriers to improvement 
related to life circumstance factors that help a person to navigate adverse health 
events when they arise. Job and Leisure (HS1) assesses whether the patient has 
economic stability and/or productive life activities. Relationships (HS2) review the 
patient’s historical ability to form and maintain friendships, whether with family or 
in other social settings. Residential Stability (CS1) and Social Support (CS2) assess 
the patient’s current living situation and support system. All of these directly or 
indirectly indicate resources that may be available to a patient whose health was 
compromised or unexpectedly deteriorated. For instance, a middle-aged unem-
ployed and homeless male with diabetic foot ulcers, who only has drinking buddies 
(HS1 score “3”), is unlikely to  be   able to follow through on sterile foot care as an 
outpatient. Without ICM manager help (Social Vulnerability [VS]), he is at great 
risk for further complications and potential foot amputation.

   At this point, readers should spend time reviewing the anchor points and associ-
ated actions for items in the Social Domain (Appendices   B     and   O    ).  

   Table 6.9     Social domain     

 • Job and leisure (HS1—last 5 years)    
  – Risk—fi nancial instability and non-productive personal initiatives 
  – CM outcome objective—employment/school and productive leisure activities 

 • Relationships (HS2—last 5 years) 
  – Risk—impaired interpersonal skills 
  – CM outcome objective—improved interactions with family, friends, colleagues 

 • Residential stability (CS1—last 30 days)    
  – Risk—unstable or unsafe living  situation   
  – CM outcome objective—safe and stable living environment 

 • Social support (CS2—last 30 days) 
  – Risk—lack of personal support during times of need 
  – CM outcome objective—developed support system 

 • Social vulnerability (VS—next 3–6 months) 
  – Risk—worsening social situation and support if CM withdrawn 
  – CM outcome objective—stable social support, living situation, job, personal 

interactions if CM withdrawn; self-management 
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    ICM  Health System Domain      

 The Health System Domain (Table  6.10 ) targets identifi cation of barriers to improve-
ment related to the fi nancing and delivery of care (care complexity) rather than the 
patient’s illnesses themselves (case complexity). In the United States, non-existent 
insurance coverage or coverage that still makes it a challenge to fi nd needed providers, 
such as low paying medical assistance or Medicaid, is a major impediment to health 
(Access to Care [HHS1]). While this and other factors contributing to access prob-
lems, such as distance from services (rural medicine) or language, should improve 
with passage of the Affordable Care Act (ACA), ability to fi nd a qualifi ed physician 
willing to follow a patient longitudinally will remain a challenge for some years.

   Few case management programs assess a patient’s trust of doctors or prior experi-
ence with delivered medical services (Treatment Experience [HHS2]). Since this is a 
potential contributor to non-adherence and poor outcomes, it is included in this 
domain. Getting Needed Services (CHS1), unlike HHS1, refers to logistic challenges 
that the patient may face in getting needed services or following through on treatment 
recommendations. For instance, patients with low socioeconomic status may take 
half of a prescribed dose of an expensive medication to save money. Such practices, 
unbeknownst to the physician but based on fi nancial hardship, may appear to the 
treatment team as uncontrolled hypertension or poor adherence to diabetes mellitus 
treatment. Increasing medication doses, in these situations, will have little effect 
since fi nancial shortfall predicts continued inadequate dosing and poor control. 

 Coordination of Care (CHS2)    attempts to compensate for care fragmentation in the 
health system. Assistance with care transitions, such as from the inpatient to outpatient 
setting, is included under this complexity item. Additionally, this item encourages 

   Table 6.10     Health system domain     

 • Access to care (HHS1—last 6 months)    
  – Risk—poor system-based access to appropriate care 
  – CM outcome objective—insurance coverage; access to needed providers (language, 

culture, location, etc.) 
 • Treatment experience (HHS2—last 5 years) 

  – Risk—mistrust of doctors; adverse experience with care, e.g., drug reaction 
  – CM outcome objective—resolved mistrust issues; identifi ed acceptable providers 

 • Getting needed services (CHS1—last 30 days)    
  – Risk—logistical inability to get needed services 
  – CM outcome objective—access to money for meds, transportation, referrals, etc. 

 • Coordination of care (CHS2—last 30 days) 
  – Risk—non-communication and collaboration of providers; iatrogenic worsening 
  – CM outcome objective—connection among providers (transitions of care); coordinated 

care 
 • Health system impediments (VHS—next 3–6 months)    

  – Risk—poor access to and/or coordination of care if CM withdrawn 
  – CM outcome objective—persistent access to and receipt of needed and coordinated 

services 

6 Indirect and Direct Physician Support for Integrated Case Management in Adults



139

communication between medical and BH professionals; discourages unnecessary 
and/or duplicative tests, procedures, and consultations; and fosters open health 
record access for all treating providers. Having an ICM manager to connect non-
communicating providers can facilitate true improvement of total health. CHS2 differs 
from CHS1 “coordination” since CHS2 refers  to   coordination and collaboration 
among  providers , whereas, CHS1 refers to coordination of actual services provided, 
e.g., location convenience, non-confl icting appointments, etc. 

 At this point, readers should spend time reviewing the anchor points and associ-
ated actions for items in the Health System Domain (Appendices   B     and   O    ).  

    Physician Understanding of an ICM Care Plan 

 An anchored ICM-CAG is the roadmap from which ICM managers build their care 
plans. An example of how this occurs, using the CP, CPO, and PCIP, was illustrated 
in Chapter   4    . Even before these planning tools are completed, however, the scripted 
interview allows ICM managers to identify measurable personal  clinical and func-
tional goals  . A patient’s goals are almost always connected to the ICM manager’s 
and treatment team’s goals. Thus, establishing and using the patient’s goals as a 
starting point creates ownership and engagement by the patient. The patient and the 
ICM manager then work together toward a common objective. 

 After the patient has identifi ed her/his goals, it is then time to vet the accuracy of 
the assessment, to clarify misunderstandings, and to establish a place to start. Using 
the anchored color-coded ICM-CAG is ideal for setting this process in motion. It is 
easy to understand with minimal instruction (Appendices   P     and   Q    ) and can be 
employed with both the patient and the patient’s clinical team. Further, the physi-
cian should be informed of the patient’s goals so that all will be working for a 
patient-centered purpose. Other prioritized goals should be developed and shared 
with all stakeholders when input is suffi cient to allow the writing of a plan of care. 

 When the ICM manager, in collaboration with the patient, completes the care plan, 
physicians may fi nd it helpful to discuss fi ndings on the ICM-CAG directly with the 
patient. Such a discussion may help clarify previously unknown issues related to care 
and help the patient recognize that the physician and ICM manager are a cohesive 
unit. Ways in which the physician may be additionally helpful for the patient may also 
be illuminated, possibly enhancing trust and engagement in the care plan.  

    Physician Understanding of the ICM  Management Process 
and Patient Graduation   

 Much like the diagnosis and treatment of disease, ICM is an iterative process designed 
to overcome identifi ed barriers to improvement. As previously discussed, barriers to 
improvement are clinical and non-clinical health and life circumstances that are asso-
ciated with impairment of a person’s ability to adhere to healthy behaviors or to follow 
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through on activities that lead to stabilized health and maximal function. In a true 
sense, physicians and ICM managers are partners in the healing process. They just 
address different aspects of patient challenges in achieving health. 

 Completion of the ICM-CAG is a starting point for patient assistance and often 
does not focus on biomedical factors as the place to launch. This is because non- 
clinical factors frequently prevent a patient from following through on clinical eval-
uations and treatment recommendations. The ICM-CAG is able to capture and 
prioritize non-clinical factors in the context of clinical factors for which primary 
responsibility rests with treating physicians. Importantly, the ICM-CAG identifi es 
areas in the patient’s situation that need action. Findings on the ICM-CAG should 
be of interest to all treating physicians. 

 For instance, a physician  who   had been working with ICM managers for some 
time noticed that a long-term patient with cystic fi brosis was having considerably 
more challenges in controlling her illness during the previous several months. Initial 
attempts at reinforcing pulmonary toilet procedures and medication adherence did 
not seem to alter her condition. An ICM manager was assigned and able to identify 
that the patient had depressive symptoms (CP2) and was also preoccupied with 
providing health support for her sick mother (CS2). As a result, she was not follow-
ing through on the percussion and drainage or using her inhaled medications as 
recommended for control of the cystic fi brosis. 

 The patient had been seen in the emergency room several times during the previ-
ous month and was admitted on one occasion with pneumonia. While the physicians 
involved in her acute care attempted to reinitiate appropriate medical treatment, it 
was not until after the case manager helped the patient set up support services for her 
mother and shared information about contributing depressive symptoms with the 
patient’s doctor (who initiated treatment) that steady improvement of the patient’s 
lung disease was possible. This example shows how ICM managers can support 
simultaneous attention to medical and BH aspects of treatment, as well as clinical 
and non-clinical barriers to care, leading to improved health outcomes. 

 The CP (Appendix   F    ), a gradually maturing plan of care, and the CPO (Appendix 
  G    ), a timely appraisal of success in improving outcomes for items listed on the CP, 
are an ongoing record of actions taken by or on behalf of patients and their success 
in focal goal achievement. Examples can be found in Tables   4.8     and   4.10    . These 
instruments document progressive management activity being supplied to the patient. 

 The CP starts with items on the ICM-CAG that have been documented to have 
high priority (scored 3 [red]). Sometimes “red” items are connected to items in 
other cells with lower scores, such as when a person has serious acute manifesta-
tions of her/his medical illness due to lack of adherence to indicated interventions 
(“red” on CB1 and “orange” on CP1). ICM assessment may also uncover a comorbid 
mental health condition that has remained untreated. While the mental health condi-
tion may be low grade (scored as “yellow”), it nonetheless could be a signifi cant 
contributor to non-adherence and poor medical improvement. 

 In the above scenario of the patient with cystic fi brosis, CB1, CP1, CP2 are con-
nected as an area of ICM intervention. The initial goal might be “absence of depres-
sion” by assuring that outcome-changing treatment for depression is provided either 
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by the primary care physician or a mental health professional. The long-term goal 
would be “stabilization of the patient’s chronic medical condition.” 

 The CPO merely adds a third column to the CP, i.e., an outcome column. This 
allows the ICM manager to periodically return (days, weeks, or months depending 
on the desired goal) to the CP initiative and assess whether the initial goal and then 
the long-term goal have been achieved. Of course, the ultimate goal of stabilized 
health in the case described above may also require further testing, adjustments of 
medications, fi nding specialist assistance, or improving communication among 
practitioners. That is why the CP is iterative and incremental. When directed actions 
have not achieved desired goals, then the next steps are taken as part of an updated 
care plan or goals and expectations are adjusted. 

 The ICM manager uses the CP and CPO to systematically move from high- 
priority barriers to improvement to less serious ones until  the   patient is considered 
suffi ciently stable to return to standard care. This is called “graduation” from 
ICM. At the time of graduation, the ICM manager reinforces with the patient, in 
coordination with the patient’s clinicians, the application of personal initiative and 
preventive measures that support self-suffi ciency in a standard care environment. 

 Graduation, alternatively called “becoming inactive in ICM,” is a time of high 
vulnerability for the patient. By this time, the ICM manager and patient have devel-
oped a relationship. The patient appreciates the benefi t from ICM manager assis-
tance and is reluctant to lose this source of support. Thus, ICM places special 
emphasis on the steps that need to be taken in transitioning from active ICM to 
standard care. This involves preparing patients for the transition by congratulating 
them on their success and going over the steps that they and their primary physi-
cians will continue to monitor in the future. It is during this time that treating clini-
cians are also informed of imminent graduation and are given copies of the initial 
ICM-CAG, a current state ICM-CAG, the fi nal PCIP, and a summary of areas of 
challenge for the patient as they return to standard care. 

 The PCIP (Appendix   S    ) is an evaluation of the longitudinal “big picture” as 
patients progress through ICM assistance. It monitors and records measured changes 
in fi ve major areas of outcome interest. An example of a completed adult patient 
PCIP can be found in Table   4.12    . It is the PCIP  that   demonstrates the overall success 
for the patient through ICM intervention. Further, it can be used to record the suc-
cess of the ICM program for a sponsoring organization/company. Composite out-
comes can be standardized, aggregated, and then analyzed for individual ICM 
managers and for the program as a whole.  

    Physician and ICM Manager Synergy 

 ICM is intended to augment clinical treatment from a physician by assisting in 
health and life circumstances that interfere with patients’ ability to improve and 
stabilize their health. Treating physicians maintain a focus on clinical evaluation 
and treatment. Physicians working with patients having an ICM manager, however, 

Physician Understanding of the ICM Domains

http://dx.doi.org/10.1007/978-3-319-28959-5_BM1
http://dx.doi.org/10.1007/978-3-319-28959-5_4


142

have the advantage of quick access to information not typically included in standard 
medical assessments as well as intervention capabilities for circumstances that 
impede treatment outcomes. 

 To the extent that the physician and ICM manager see themselves as a team for 
the patient, physicians will incorporate into their treatment plans an improved 
understanding of non-clinical factors affecting their patients’ health outcomes that 
have been uncovered through the ICM assessment process. For instance, knowing 
that a patient is not taking full doses of needed medications due to fi nancial chal-
lenges allows a physician to consider cheaper generic alternatives or to seek medi-
cation cost support programs rather than simply increasing the dose of an expensive 
medication on the presumption that the current dose is insuffi cient to effect change. 
It is through enhanced information sharing that improved outcomes can be achieved. 

 On the ICM manager’s side, it is necessary for the treating physicians to support 
and encourage engagement in the ICM program. Support comes in the form of clini-
cal information sharing and communication with the ICM manager. Perhaps more 
important than this, however, is the endorsement that the physician gives to the 
program from the eyes of the patient. Patients respect their physicians and look to 
them for guidance in the types of activity they should pursue in an effort to maxi-
mize health. To the extent that patients understand that their physicians and ICM 
managers are working as a team on their behalf, they are much more likely to invest 
in the time and effort needed for health improvement to occur.      
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    Chapter 7   
 Indirect and Direct Physician Support 
for Integrated Case Management 
in Children/Youth                     

             Chapter Objectives 

•      To share the current status of management procedures available for children/youth.   
•    To discuss child/youth and family triage procedures.   
•    To describe what physicians need to know about the PICM-CAG, its anchor 

points, and the anchored PICM-CAG’s relation to the development of care 
plans.   

•    To clarify primary care, behavioral health, specialty care, and insurance plan 
Medical Director practitioner roles and opportunities in working with low 
complexity, moderate complexity, and high complex children/youth when 
using PICM.   

•    To illustrate how PICM fi ts very well into pediatric-based patient-centered medi-
cal home programs.      

 This chapter will build on the principles, defi nitions, and descriptions that are reviewed 
for  adults   in Chapter   6    .  The   overall goal of this chapter is to assist physicians and 
other treating professionals interested in medical and BH care for children and youth 
to understand the application of case management, and specifi cally  PICM  , to this 
population. The intent is to help clinicians working with children/youth and their 
families maximize health improvement, create a therapeutic environment that main-
tains health stability, and, in so doing, reduce the need for use of healthcare services. 

 “Good design is making something intelligible and memorable. 
Great design is making something memorable and meaningful.” 

 —Dieter Rams 
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    Current Case Management Programs for Children/Youth: 
    Care Coordination   

 Case management, as it applies to children/youth, is more complex compared to 
adults due to many factors. The fi rst and most obvious relates to the number of 
people who are included in its delivery. Not only is there child/youth, but there are 
also the parents/guardians, teachers, and peers who implicitly and explicitly infl u-
ence whether the care delivered will be effective and, if so, in what way. As was 
pointed out in Chapter   5    , each of these stakeholders in the child/youth’s health has 
his/her own issues that need addressing as evaluations are performed and treatments 
are given. Case management with children/youth is even more complex due to the 
necessary involvement of schools, daycare, community resources, and even the 
juvenile justice system. Finally, and perhaps most importantly, children are not 
independent agents. Decision-making is assumed or strongly infl uenced by the 
child/youth’s parents/caregivers or other connected individuals depending on the 
age and situation of the child/youth. 

 Added to the complicated network of contributors to child/youth evaluation and 
treatment is the ambiguity of terms that accompanies existing case management 
programs and activities. Unlike for adults, the authors of this book have been unable 
to fi nd a systematic approach to comprehensive case management for children/
youth. Focal case management models are limited in children/youth, such as disease 
management [ 1 ] and discharge management [ 2 ], in the pediatric sector. Most assist 
and support programs for children/youth center on education about health issues 
related to adapting to a health condition or understanding the care  process  .    

 The most common, and most widely published, case management model used in 
pediatrics, often associated with pediatric medical homes, is called “care coordina-
tion” [ 3 – 7 ]. Care coordination is defi ned as the “deliberate organization of patient 
care activities between two or more participants (including the patient) involved in 
a patient’s care to facilitate the appropriate delivery of healthcare services” [ 8 ]. It 
includes the components listed in Table  7.1  but has a wide variation in application, 
even in practices in which a dedicated care coordinator is present [ 6 ].

   In a strict sense, care coordination in its broad description would be considered 
a form of case management. It is patient-centered and collaborative, assesses health 
aspects of children/youth, strives to build an effective care plan, coordinates care, 
and attempts to improve health and cost outcomes (see Table   1.2    ). Further, it 
includes core components of the case management process (see Table   1.3    ). However, 
most current care coordination programs focus on the “coordination” of care deliv-
ery, rather than additionally addressing barriers to improvement. They rely on the 
biomedical clinical evaluation by physicians to identify patient needs, as opposed to 
a comprehensive evaluation that also includes social and health system-related fac-
tors that may impact health even more than the biomedical aspects. The assistance 
procedures usually are invoked by the physicians directly involved in the child/
youth’s care who may have little time or expertise to conduct care coordination 
activities well [ 4 ]. While care coordination is commonly used for children with 
special healthcare needs (CSHCNs), in actuality studies suggest that the majority of 
those exposed do not have chronic conditions [ 4 ]. 
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 In defi ned pediatric care coordination, the primary care physician, whether a 
pediatrician or family medicine doctor, working in the child/youth’s medical home, 
takes on the role of the “case manager,” although she/he works closely with her/his 
existing clinic-based team to facilitate needed connections on behalf to the children/
youth served [ 4 ]. Ideally, a nurse or social worker may be added for dedicated care 
coordinator work within the PCMH, but PCMHs may be unable to support a profes-
sional dedicated to care coordination due to resource constraints, and in practice 
activities associated with her/his presence vary widely [ 6 ]. In most pediatric pro-
grams, care coordination does not require nor use nurses or social workers trained in 
case management nor does it necessarily address behavioral and non-clinical aspects 
of the child/youth or family situation that may be contributing to poor outcomes. 
Traditionally, pediatric care coordination is primarily about improving the commu-
nication and handoff process related to biomedical issues for identifi ed children/
youth, though a recent review suggests that value-added trends are evolving [ 6 ]. 

  Care coordination      has demonstrated value, especially for CSHCN [ 3 ,  4 ,  6 ,  9 ]. 
Further, it meets a major need within pediatric medical homes, i.e., having a way to 
ensure that communication among practitioners occurs and that transitions among pro-
viders and locations of care are smooth and coordinated. A recently published review 
of national care coordination programs in which dedicated care coordination staff were 
uniformly present indicates that a number of programs are moving beyond mere coor-
dination activities and adding what are considered value-added “proactive” care proce-
dures (Table  7.2 ). These proactive procedures are more consistent with activities found 
in PICM, but their presence is by no means uniform or necessarily encompassing of 
activities that could potentially bring value. Furthermore, PICM is unique in offering a 
systematic approach for comprehensively evaluating, identifying, and addressing bar-
riers to improvement for children/youth and their families that may be implemented 
within programs seeking to provide value-added case management.

   Table 7.1    Coordinated care   

 •  Care   is patient and family centered—patient’s and family’s needs and preferences are fully 
known and accommodated to the highest level possible 

 • Needed information is effectively gathered and shared across multiple sites of care, 
specialty providers, health systems, and community agencies 

 • Children/youth with special healthcare needs are reliably identifi ed and encouraged to 
participate in the coordinated care program 

 • A care plan to link specialists, care services, and resources is created and updated on a 
regular basis 

 • Addresses all aspects of the child/youths’ care needs—biophysical, behavioral health, 
social, and health system components 

 • There is a dedicated team of clinic staff members to provide coordinated care—physician, 
nursing, and administrative support personnel 

 • Proactively provides support, education, and assistance to families in connecting with 
needed  services   

 • Has reliable communication and coordination policies and procedures in place 
 • A comprehensive list of community resources is created and updated on a regular basis 
 • Communicates and coordinates with a child/youth’s educational, child care, and other 

systems and/or community agencies 
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       Case Management Triage for Child/Youth Complexity 

 As described in Chapter   3     (see Table   3.1    ), the Maternal and Child Health Bureau 
discretely defi ned Children with Special Healthcare  Needs   ( CSHCNs  )    using the 
number, type, and impact of chronic illnesses experienced by a child/youth. Further, 
there are a number of studies that document the ease with which classifi cation of 
children/youth into this category can be performed [ 10 ]. Based on prior studies, 
about 13–19 % of children/youth will be classifi ed as CSHCNs depending upon the 
population from which assessments are performed [ 3 ,  10 ]. An alternative would be 
to use an ICD-9-based algorithm (see Table   3.2    ) to identify those with complexity 
using an administrative database approach, as suggested by the Center of Excellence 
on Quality of Care Measures for Children with Complex Needs (COE4CCN) [ 11 ]. 
Using this methodology, it should be possible to identify a subset of high need 
C-CD (see Table   3.2    ) patients of approximately 7 %. Regardless, identifying those 
 with    CSHCNs   or C-CD is a good place to start in the triage process for  children/
youth with complexity since those identifi ed in these categories will predictably 
have impaired outcomes and higher total healthcare cost.  

    Physician Understanding of PICM-CAG Anchoring 
and Its Relationship to Care Plan Development 

 Similar principles and practices for integrated case management described for 
adults are true for children/youth.  The   comprehensive multidomain assessment 
informs prioritization in the development of a care plan. The care plan for the child/
youth and family is associated with iterative assistance and support by the case 
manager in collaboration with the child/youth and family, the child/youth’s clini-
cians, and the ancillary stakeholders in the child/youth’s outcomes. Outcomes are 
measured related to the care plan in real time, and approaches to assist and support 
services are adjusted until goals are attained, stabilization has occurred, or maxi-
mum benefi t is achieved. 

   Table 7.2    Proactive procedures in  evolving   care coordination   

 1. Pre-visit phone calls to get updates, assess needs, and set visit agendas 
 2. Written care plans of health summaries 
 3. Preparing for complex patients by prior chart review or scheduling longer visits 
 4. Performing “huddles” among the care team to discuss the child/youth 
 5. Organizing family-oriented materials, e.g., care transition needs, special education 

  Data from Van Cleave J, Boudreau AA, McAllister J, Cooley WC, Maxwell A, Kuhlthau K. Care 
coordination over time in medical homes for children with special healthcare needs. Pediatrics. 
2015;135(6):1018–1026  
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 As with adult ICM, a pediatric PCIP informs clinical, functional, satisfaction, 
quality of life, and economic outcomes as management assistance is given, and it is 
periodically updated until the child/youth and family are ready for graduation. 
Unlike adult ICM, PICM includes documentation of goals from both the child/
youth (presuming she/he is at an age that meaningful goals can be determined) and 
the parent/caregiver, in addition to those chosen by the case manager. This ensures 
that all participants have reasons to take active steps to improve health and function. 
As part of the PCIP, baseline PICM-CAG scores, satisfaction, quality of life, and 
economic indicators of interests are included. 

    Differences Between the ICM-CAG and the PICM-CAG 

 As with  the   ICM-CAG, the PICM-CAG leads to a color-coded assessment output in 
the form of a grid (see Tables   3.3    ,   3.7    , and   3.8    ) that disentangles risk items contrib-
uting in varying degrees to poor health and cost outcomes. Consistent with the inte-
grated case management approach, the PICM-CAG is divided into four domains 
(biological (“B”), psychological (“P”), social (“S”), and health system (“HS”)). 
Each domain contains historical (“H”), current (“C”), and vulnerability (“V”) items, 
but additional items are present in the pediatric grid to address risk content specifi -
cally pertinent to children/youth. For convenience, lettered notations, e.g., CS4 
(current, social, 4th item), provide simple terminology for those using the PICM- 
CAG frequently to talk and write about individual complexity items. For instance, 
CS4 represents school and community participation in the pediatric grid. 

 Risk items are “anchored” (scored) on a “0”–“3” Likert scale based on the level of 
risk they pose to the child/youth. Low scores have little/no risk, and high scores indi-
cate risk and need for action. Each number is associated with a traffi c light-like color 
designation, i.e., “0” equals green, “1” yellow, “2” orange, and “3” red. Unlike the 
adult grid for which signifi cant preliminary research has documented ICM-CAG con-
struct validity and interrater reliability [ 12 – 19 ], the PICM-CAG has not been tested or 
validated. It was adapted from the conceptual framework and procedures used to 
make the adult grid with the addition of expertise from clinicians. The original 20 
adult items were rewritten to make them pertinent to children/youth, and several risk 
areas were added refl ecting aspects of life and healthcare that are specifi c to the pedi-
atric population. 

 The PICM-CAG, thus, awaits validation studies to be certain that it is able to 
identify complexity with the same degree of consistency and pertinence that the 
adult complexity grid does. When the INTERMED complexity assessment technol-
ogy was being transferred from its European home to the USA, it was apparent that 
without a pediatric equivalent to the ICM-CAG, many children/youth with health 
complexity would miss the opportunity to benefi t from proactive uncovering and 
assistance with early life barriers to improvement. For this reason, a decision was 
made to create a child/youth grid using parallel development processes that would 
carry with it the potential for generalization from adult validation results to the 
pediatric grid. It is anticipated that the PICM-CAG will undergo comparable validation 
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to the adult grid as it is used to assist children/youth. Adjustment in its content will 
then be made based on fi ndings. 

 By introducing an unvalidated PICM-CAG built using  validated   ICM-CAG tech-
nology, it was reasoned that children/youth would not be denied potential benefi t 
from its use while validation was performed. There is not an equivalent tool for 
children/youth in healthcare today that disaggregates actionable barriers to improve-
ment and connects them to assistance and support procedures, even when including 
care coordination programs. The PICM-CAG offers an untested but theoretically 
helpful health enhancement process. 

 The PICM-CAG has the same practical  usage   characteristics as the ICM-CAG:

•    A scripted family-centered interview is used to anchor PICM-CAG item scores.  
•   The individual items represent areas in need for action if they are scored “2” or “3.”  
•   The total PICM-CAG scores refl ect health complexity in children/youth.  
•   Outcome documentation is core to the assist and support process.  
•   When goals are not being reached, iterative escalation in assistance and interven-

tion procedures are expected.  
•   Graduation to independent family-based management associated with standard 

care is the ultimate goal.    

 As an example, if a child/youth is anchored with a score of “2” for CS4 
(Table  7.3 ), this indicates that the child/youth is missing much schooling or has 
nonproductive school activities.    Based on this  anchored score  , several actions would 
be considered by the PICM manager (Table  7.4 ).

   As with adults, during the course of the PICM manager’s assessment dialogue 
with the child/youth and family, the score for CS4 also may be related to scores for 
other risk items that indicate a need for action such as CP2, untreated separation 
anxiety; HS2, inability to make and nurture peer relationships; and CHS1, no refer-
ral by the pediatrician for assistance from child/youth psychological services. Thus, 
as the PICM manager is creating the care plan, items CS4, CP2, HS2, and CHS1 
may be associated with a goal of “productive school participation” and accompa-
nied by assistance and support actions that address contributions from each of the 
connected risk items associated with the child/youth’s school participation, includ-
ing encouraging referral to BH specialists for treatment of anxiety if indicated. 

   Table 7.3     PICM-CAG   social: current state (CS4) 
  School and community participation—anchor points    

 0. Attending school regularly, achieving and participating well, and actively engaging in 
extracurricular school or community activities, e.g., sports, clubs, hobbies, religious groups 

 1. Average of 1 day of school missed/week and/or minor disruptions in achievement and 
behavior with few extracurricular activities 

 2. Average of 2 days or more of school missed/week and/or moderate disruption in 
achievement or behavior with resistance to extracurricular activities 

 3. Truant or school nonattendance with no extracurricular activities and no community 
connections 
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 All historical items in the PICM-CAG are related to the child/youth’s entire life, 
not the last 5 years as with adults, with the exception of “access to care” which tar-
gets the previous 6 months. All current items refer to the 30 days prior to the PICM 
assessment. Vulnerability variables refer to the 3–6-month period if PICM assis-
tance and support were withdrawn. 

 Prior to starting the PICM process, children/youth, depending on age, and their 
family members may be prepared by reviewing the documents “Understanding 
‘Complexity Assessments’” (see Appendices   K     and   L    ).  These   documents help 
patients and families understand the ultimate goal of the assessment process. The 
scripted interview contains the same seven content areas included in the adult 
scripted interview, but is segmented into questions for both the child/youth and par-
ent/guardian, questions for the parent independent of the child/youth, and questions 
for the child/youth independent of the parent. Special attention to ages of majority 
for children/youth and confi dentiality is necessary when working with adolescents, 
especially if the youth is an emancipated minor. 

 Since both the child/youth and family members will have a general understand-
ing of the PICM assessment process based on the preliminary explanation, it is then 
possible to share the PICM-CAG grid with the child/youth and family after the 
assessment is complete to obtain their feedback and buy-in. This creates an atmo-
sphere of collaboration, recognizing the important role that the child/youth and par-
ents/guardians have in care planning for the child/youth.  

    Physician Understanding of the  PICM   Biological Domain 

 Unless children/youth come from populations with a focus on BH issues, the major-
ity will have medical conditions for which assistance is needed, although there are 
exceptions since many children/youth with primary BH problems only seek care for 

   Table 7.4    PIM-CAG social: current state (CS4) 
  School and community participation — action    

 1.  Missing up to 1 day of school/week and few extracurricular activities —explore interests, 
hobbies with the child/youth and encourage initiation of activity; involve caregiver/parent in 
assisting child/youth to attend school more regularly and develop peer  activities   

 2.  Missing average of 2 or more days of school/week with resistance to extracurricular 
activities —assess reasons for resistance with child/youth, caregiver, and school; clarify school’s 
understanding of child/youth health needs; assess reasons for peer activity nonparticipation, 
including health of child/youth; share information with pediatrician; collaborate with caregiver, 
educators, child/youth, and care providers in developing a remedial plan 

 3.  School nonattendance with no extracurricular activities or community connections —
immediately perform actions under #1 and #2; include customized actions based on 
interview; explore alternative ways to interact with peers; consider case management 
conference with caregivers, school personnel, pediatrician, mental health professionals, 
others and work with them on potential solutions; follow-through on initiated  activities   
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these problems in the medical setting. Table  7.5  summarizes the type of risks and 
PICM outcome objectives desired for each item within the biological domain. All 
items within this domain pertain only to medical conditions with the exception of 
diagnostic/therapeutic challenges (CB2). As with the adult grid, an anchored score 
of “3” indicates that something other than the physical illness is contributing to the 
poor “medical” health outcome.

   High scores in the biological domain of the PICM-CAG, as in all other domains 
of the PICM, have attendant issues associated with them since it is not just the child/
youth with the illness who reacts to the medical situation but also her/his parent/
guardian. Thus, as the PICM manager documents scores, it is well to include notes 
or comments related to concerns about the child/youth or the parent/guardian, so 
that the direction of assistance on behalf of the child/youth for the care plan is better 
defi ned. For instance, the child/youth may be reluctant to engage in a treatment 
because it is embarrassing when administered during times of association with 
peers, such as pulmonary toilet for children/youth with cystic fi brosis who require 
treatments during the school day. In such situations, the parent may not see or 
understand the child/youth’s emotional reaction or may have communication chal-
lenges with the child/youth. In these cases, addressing issues related to both the 
child/youth and parent/guardian is critical in order for treatment adherence, and 
health, to improve. 

 At this point, readers should spend time reviewing the anchor points and associ-
ated actions for items in the  biological domain   for children/youth (see Appendices 
  I     and   J    ).  

   Table 7.5     PICM   biological domain   

 • Chronicity (HB1—lifetime) 
  – Risk—presence of chronic medical conditions 
  – CM outcome objective—illness understanding and treatment engagement; consistent and 

coordinated care 
 • Diagnostic dilemma (HB2—lifetime) 

  – Risk—inconsistent or inappropriate treatment 
  – CM outcome objective—medical diagnosis clarifi cation and targeted treatment 

 • Symptom severity/impairment (CB1—last 30 days) 
  – Risk—uncontrolled illness or unnecessary impairment 
  – CM outcome objective—stabilized illness and maximum function 

 • Diagnostic/therapeutic challenge (CB2—last 30 days) 
  – Risk—complicated, invasive, costly, or painful tests or interventions; nonmedical 

contributions 
  – CM outcome objective—least complicated, invasive, costly, and painful medical tests and 

interventions; nonmedical contribution reversal; stabilized health 
 • Complications and life threat (VB—next 3–6 months)    

  – Risk—poor medical outcome for child/youth if CM withdrawn 
  – CM outcome objective—stabilized physical illness; successful child/youth 

self-management 
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    Physician Understanding of the PICM Psychological Domain 

 All historical items in the  PICM   psychological domain specifi cally refer the child/
youth’s historical situation rather than the parent/guardian. Children too young to 
exhibit the type of coping skills, cognitive impairments, or mental health symptoms 
listed would receive a score of “0” on these items. However, even in infants, it is 
possible to know if there were pre- or perinatal adverse events. Further, risk factors 
for and symptoms of problematic caregiver attachment could be identifi ed. Thus, 
scoring would be based on understanding of the child/youth’s situation. 

 Table  7.6  summarizes the type of risks and PICM outcome objectives desired for 
each historical item within the psychological domain. This includes the two items 
added to the adult ICM-CAG that document cognitive function and adverse early 
life events, such as trauma. While adverse life events can be either physical or psy-
chological, they are included in the psychological domain because the consequences 
of the events most often present as emotional, behavioral, or cognitive problems.

   Like historical items in the PICM, mental health symptoms (CP2) exclusively 
relate to symptoms or illnesses experienced by the child/youth, the degree of impact 
of which is covered by the anchor points (Table  7.7 ). Treatment adherence (CP1), 
on the other hand, covers the attitude and actions of both the child/youth and the 
parents/guardians. Like items that address dual components, such as diagnosis and 
treatment (CB2), treatment adherence would be scored based on the contributor to 
adherence that most impairs treatment follow-through. Sometimes this is a parent/
guardian who doesn’t want her/his child/youth to take a medication that she/he fi nds 
objectionable. Other times this is an oppositional child/youth bent on doing the 
reverse of what she/he is told. Regardless whether it is the child/youth, the parent/
guardian, or both, assistance and support would be directed at correcting poor 
adherence or the outcomes it creates.

   Table 7.6     PICM   psychological domain (historical)   

 • Coping with stress (HP1—lifetime) 
  – Risk—nonproductive problem-solving capabilities or handling of stress 
  – CM outcome objective—stress reduction; improved problem-solving strategies 

 • Mental health history (HP2—lifetime) 
  – Risk—history of mental health symptoms associated with impaired function 
  – CM outcome objective—mental health support and necessary follow-up 

 • Cognitive development (HP3—lifetime) 
  – Risk—cognitive impairment interfering with ability to adapt/succeed 
  – CM outcome objective—understanding of cognitive level with implementation of needed 

 supports   
 • Adverse developmental events (HP4—lifetime) 

  – Risk—perinatal or child/youth physical, sexual, or psychological traumas or injuries 
  – CM outcome objective—mental health support and necessary follow-up 
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   As in the biological, social, and health system domains, psychological vulnera-
bility (VP) is the indicator that the PICM manager uses to assess if the child/youth 
and her/his family are ready to be considered for return to standard care. A prime 
objective for all children/youth entering PICM is suffi cient health stabilization so 
that they can graduate from case management, yet retain the gains they have 
achieved during PICM (self-maintenance). It should be noted that not all children/
youth will be candidates for graduation due to ongoing vulnerability, i.e., VB, VP, 
VS, or VHS scores above “1.” Two potential ways to handle this situation are as 
follows: (1) less frequent contact with the child/youth and family with close moni-
toring for change in their presentation or (2) acceptance that maximum benefi t has 
occurred through PICM with discharge despite continued high vulnerability. 

 At this point, readers should spend time reviewing the anchor points and associ-
ated actions for items in the  psychological domain   for children/youth (see 
Appendices   I     and   J    ).  

    Physician Understanding of the PICM Social Domain 

 It is in the  social domain   on the PICM-CAG that the most additions to the adult grid 
are made. This is where issues related to both the child/youth and the parent/guard-
ian are of considerable importance. Table  7.8  summarizes historical items within the 
PICM-CAG. Only for school functioning (HS1), which assesses the child/youth’s 
success in school, does the item specifi cally relate to only the child/youth as opposed 
to the youth/caregiver dyad. Family and social relations (HS2) address both the 
child/youth’s socialization skills and the presence of family dysfunction, such as 
divorce or separation, parental neglect, etc. Caregiver/parent health and function 
(HS3), on the other hand, focuses on the health and function of the child/youth’s 
family unit and the degree to which factors related to it may interfere with fulfi lling 
child/youth needs and parenting capabilities.

   Table 7.7     PICM   psychological domain (current and health system)   

 • Treatment adherence (CP1—last 30 days) 
  – Risk—poor assessment and treatment adherence by either child/youth or parent/guardian 
  – CM outcome objective—documented adherence with improved health 

 • Mental health symptoms (CP2—last 30 days) 
  – Risk—presence of mental health symptoms/conditions in the child/youth 
  – CM outcome objective—mental condition stabilization; appropriate level of care 

 • Mental health threat (VP—next 3–6 months)    
  – Risk—poor coping, adherence, mental health outcomes if CM withdrawn 
  – CM outcome objective—independent ability to handle stress and solve problems, 

adhere to treatment, and have stabilized mental health symptoms 
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   Three of the items in the current PICM social domain address the stability, safety, 
and nurturing aspects of child/youth’s home environment (CS1), the support system 
available to the child/youth in time of need (CS2), and the degree to which the child/
youth attends school and participates in extracurricular activities (CS4). All of these 
refl ect on parent/guardian capabilities but are directed to measure what the child/
youth actually experiences (Table  7.9 ). The fourth current item assesses the degree 
to which support is available to the parents/guardians related to meeting the needs 
of the child/youth (CS3).

   Social vulnerability (VS) relates to the risk of adverse outcomes if individualized 
assistance associated with PICM is withdrawn from either/both the child/youth and 

    Table 7.8     PICM   social domain (historical and vulnerability)   

 • School functioning (HS1—lifetime) 
  – Risk—impaired achievement, attendance, or behavior at school 
  – CM outcome objective—school achievement consistent with ability; acceptable school 

behavior and attendance 
 • Family and social relationships (HS2—lifetime) 

  – Risk—dysfunctional family; poor peer relationships 
  – CM outcome objective—stabilized home; can form productive peer relationships 

 • Caregiver/parent health and function (HS3—lifetime) 
  – Risk—unhealthy, disabled, or poorly coping parents/guardians 
  – CM outcome objective—adequate support/treatment for parental health problems; 

parenting  capabilities   
 • Family/school/social system vulnerability (VS—next 3–6 months) 

  – Risk—poor child/youth support or nonproductive/unsafe family, home, and school 
environment if CM withdrawn 

  – CM outcome objective—stable and safe living situation with effective parental support 
and productive school participation if CM withdrawn; self-management 

   Table 7.9     PICM   social domain (current)   

 • Residential stability (CS1—last 30 days) 
  – Risk—unsupervised, unstable, or unsafe living situation; poor nutrition 
  – CM outcome objective—safe and stable nurturing living environment 

 • Child/youth support (CS2—last 30 days)    
  – Risk—lack of child/youth support during times of need 
  – CM outcome objective—accessible support system for child/youth 

 • Caregiver/family support (CS3—last 30 days) 
  – Risk—lack of parent/guardian support during times of need 
  – CM outcome objective—accessible support system for parent/guardian 

 • School and community participation (CS4—last 30 days) 
  – Risk—school absences; absent/nonproductive extracurriculars 
  – CM outcome objective—full school attendance; child/youth growth through 

extracurricular involvement 
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the parent/guardians (Table  7.8 ). If risk factors for either the child/youth or family 
remain in the “2” or “3” range, gains could be lost if PICM is discontinued. 

 At this point, readers should spend time reviewing the anchor points and associated 
actions for items in the  social domain   for children/youth (see Appendices   I     and   J    ).  

    Physician Understanding of the  PICM   Health System Domain 

 Access to care (HHS1) refl ects the care that is fi scally, culturally, and geographi-
cally available to the child/youth (Table  7.10 ). Since a child/youth’s health insur-
ance may be different than that of her/his parents/guardians (HHS1), it is necessary 
to clarify the specifi c carrier and benefi ts available to the child/youth through her/
his plan. Further, having coverage is no guarantee that providers are available who 
accept the child/youth’s insurance type. This is where a level of understanding by 
the PICM manager about care availability based on benefi ts and/or information 
about this from her/his supervisor or Medical Director can be of importance. 
Without coverage accepted by geographically available providers, the child/youth 
may not receive indicated treatment. The same would be true for children/youth liv-
ing in rural settings where specialty services, such as child psychiatry, or language- 
sensitive, such as Somali-speaking individuals, providers may not be available.

   Treatment experience (HHS2) addresses both the child/youth’s and the parent/
guardian’s experience with physicians and medical care. Regardless of whether it is 
the parent or the child/youth, physician mistrust, perceived physician disinterest, or 

   Table 7.10     PICM   health system domain   

 • Access to care (HHS1—last 6 months) 
  – Risk—poor system-based child/youth access to appropriate care 
  – CM outcome objective—insurance coverage; access to needed providers 

 • Treatment experience (HHS2—lifetime) 
  – Risk—child/youth/parent mistrust of doctors; adverse experience with care, e.g., drug 

reaction 
  – CM outcome objective—resolved mistrust; identifi ed acceptable providers 

 • Getting needed services (CHS1—last 30 days) 
  – Risk—logistical inability to get needed services 
  – CM outcome objective—money, transportation, referrals, etc., for health needs 

 • Coordination of care (CHS2—last 30 days) 
  – Risk—noncommunication and collaboration of providers; iatrogenic worsening 
  – CM outcome objective—provider communication; care coordination and transition 

 • Health system impediments (VHS—next 3–6 months)    
  – Risk—poor access to and/or coordination of care if CM withdrawn 
  – CM outcome objective—persistent access to and receipt of needed and coordinated 

services from acceptable providers 
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bad experiences in the health system are predictors of nonadherence and poor 
patient-provider communication. 

 Getting needed services (CHS1) and coordination of care (CHS2) both specifi -
cally address issues related to the child/youth and may present special areas of con-
cern, especially if the child/youth has a complicated health situation, such as 
concurrent medical and BH diffi culties. CHS1 pertains not only to the family’s abil-
ity to get the child/youth to appointments and meet out of pocket expenses, but it 
also documents whether the child/youth is receiving outcome-changing specialty 
care, such as for BH conditions. When selected conditions are not improving and/or 
referrals for specialty care are not forthcoming, then the child/youth would not be 
“getting needed services.” 

 A similar challenge arises for youth when they are nearing the need to move to 
“adult” services and care. Transition from pediatrics to adult physicians can be a 
daunting task for transitional age youth with complicated health conditions. Many 
adult providers are reluctant to accept new patients with health complexity, as they 
may have poorly paying or nonexistent insurance plans due to their complicated 
health history. This, of course, is changing with insurance packages that do not 
penalize for preexisting conditions, but in practicality, many of those insurance 
plans remain unaffordable since the benefi t structure may transfer medical expenses 
from the plan to the young adult through copayments and  deductibles  . 

 Finally, CHS2 confi rms that the providers for the child/youth are in communica-
tion with each other and are attempting to coordinate the services provided. Most 
challenges associated with this risk factor occur when children/youth have both 
medical and BH conditions since care delivery settings and medical records are often 
separate. It also becomes a challenge when a youth is transferring to adult  care  .   

     Physician Participation   in PICM 

 PICM has standardized defi nitions and well-defi ned characteristics, processes, and 
operating principles. Confusion arises in how this program specifi cally compares to 
programs or services that include care coordinators, care managers, and complex 
case management. Each of these terms refers to activities that may be incorporated 
into the pediatric PCMH [ 20 ,  21 ]. Case management can potentially bring great 
benefi t to the child/youth and family, but currently carries a level of confusion or 
ambiguity about who is in charge of and carries out the support activities [ 4 ,  6 ]. 
Program descriptions are also quite varied on what kinds of assessment and assist 
activities the terms include. 

 The following represents case examples of the types of physician involvement that 
might be expected based on the levels of case management activity. They may all be 
seen as part of usual care in a PCMH. These cases and their discussion emphasize 
how physicians may be involved. The case examples are intended to provide thought-
ful refl ection on establishing “best practice” within the readers’ organizations.  

 Physician Participation   in PICM
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    Low-Intensity Case Management: Callie 

   Callie     is a 13-year-old girl with severe asthma that is well controlled. She is on an 
asthma action plan that is updated every 6 months. She uses an inhaled corticoste-
roid, oral montelukast (Singulair), and has ready access to a rescue inhaler and 
oral antihistamine. She has received immunotherapy—allergy shots—supervised by 
her allergist. Recently omalizumab (Xolair) was added after prior authorization. 
Callie was adherent to her treatment regime and had no barriers to treatment. Well- 
controlled asthma allowed Callie to compete in her favorite sport—soccer.  

  One case manager, Joan, and one utilization manager, Sara, supported Callie’s 
care. Joan was clinic based. She assisted 67 patients with severe asthma in her pri-
mary care pediatric offi ce. Her duties included: 

•     Tracking needed follow-up visits and the timeliness of asthma action plan reviews 
through the clinic’s electronic patient registry   

•    Ensuring that specialists’ reports and communications were tied to the patient’s 
records   

•    Alerting clinicians if important changes occurred   
•    Coordinating specialty referrals   
•    Assisting with prior authorizations, such as for    omalizumab       

  Sara was commercial insurance company-based. She resolved benefi t manage-
ment questions, such as prior authorization procedures for omalizumab. Her job 
was to review clinical information and previous medication attempts and contact 
the patient or clinic, if needed, to ensure that optimal asthma management steps 
were in place before omalizumab approval. Interestingly, the insurance company 
called Sara a “case” manager.  

  Both Joan and Sara focused on targeted tasks. Joan attempted to assure health 
stability for an at-risk youth. Sara adjudicated approval of off-formulary medica-
tions. Callie had no issues related to adherence or resistance to treatment. Specialty 
care was coordinated. Even approval for Xolair turned out to be uneventful.  

  Physician interactions with Joan and Sara differ depending on the physician’s 
position. The primary care physician is in direct communication with Joan. 
Depending on the stability of Callie’s asthma, contact may vary from daily to rarely. 
The intent is for any problems to be identifi ed early and dealt with effectively before 
complications arise. This would be considered a clinical enhancement since quality 
of care improves and adverse outcomes can be prevented compared with “usual 
care.” Since Callie’s asthma has been controlled and stable historically with little 
in the way of case management assistance, however, the risk for negative outcomes 
is low; thus, there is likely to be little in the way of cost savings.  

  Given Callie’s presentation and history, Callie’s allergist has had no interaction 
with Joan and does not even know that Joan is a part of the treatment team. Rather, 
Joan merely assures that the allergist’s recommendations reach Callie’s pediatrician 
and that adherence occurs in the absence of contraindication. Only if recommenda-
tions are unclear, adherence issues are present, or family concerns arise would the 
allergist hear from Joan, but most often only if delegated by her pediatrician.  
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  A physician working as health plan Medical Director uses her/his background 
and expertise to review Callie’s indications for approval of omalizumab. Criteria in 
today’s world are generally well defi ned. This makes it possible for most determina-
tions to be carried out by Sara from the paperwork submitted by Callie’s pediatri-
cian or occasionally telephonic clarifi cation of information from clinic staff. Only if 
there is question of whether clinical criteria are met would the Medical Director 
become involved. If Medical Director involvement is needed, she/he usually applies 
her/his judgment, but occasionally there is a need to call the primary care clinician 
for additional information that would support or negate the medication request.  

  Physicians in each of the three described roles contribute in different ways    to  
   Callie’s health outcome. The primary care physician directly supervises and works 
with Joan and only indirectly interacts with Sara by completing medication autho-
rization paperwork. Occasionally, the primary care physician will be contacted by 
the health plan Medical Director when medication authorization requires addi-
tional information. The allergist will be unlikely to know of the existence of either 
Joan or Sara as a part of her/his evaluation of Callie. The health plan Medical 
Director will be in direct contact with Sara and virtually never with Joan since Joan 
is employed by the clinic. Joan would access her clinic’s Medical Director for guid-
ance for patients with complicated issues or treatment nonresponse as described in 
the next cases.   

    Moderate- to High-Intensity Case Management: Yolanda 

   Yolanda     is a 13-year-old girl with moderate to severe asthma and goes to the same 
primary care clinic as Callie. Joan is also involved with Yolanda. Yolanda’s situa-
tion is not nearly as favorable—or straightforward—as Callie’s, which puts addi-
tional strain on Joan’s time, efforts, and even patience. In addition to asthma, 
Yolanda also has oppositional defi ance disorder, attention-defi cit/hyperactivity dis-
order, and school performance issues. Yolanda’s mother is a single parent with her 
own stresses. Tobacco cessation is something that her mother has tried numerous 
times with no success. Further, she reports that it is unsafe to leave her apartment 
to smoke. Secondhand smoke in Yolanda’s apartment, unfortunately, is a strong 
asthma trigger.  

  Yolanda’s mother has health insurance through her employer, but it has “bare 
bone” benefi ts with a narrow specialty network and strict referral requirements. 
The medication formulary options available to manage Yolanda’s conditions just 
don’t seem to work well. “Branded” products are too expensive but would likely be 
more effective and better tolerated by Yolanda. As it is, the current products cause 
unpleasant side effects and do not effectively manage her asthma and other condi-
tions. Yolanda frequently uses the emergency department for asthma, out of control 
behavior, or a combination of the two.  

  As in many clinic settings, Joan is expected to perform her care coordination role 
in addition to her regular nursing activities including providing direct patient care, 
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such as immunizations and urgent telephone access for families. As a result, she has 
little time to effectively assist and support Yolanda in achieving better outcomes. 
Even if she had time, she knows of few BH resources to help Yolanda. Joan had 
always been a “medical” nurse and had little experience with BH issues. She did 
the best she could, but BH support for Yolanda was at best haphazard. Yolanda’s 
pediatrician does the best he can at medication management, but he is fi ghting an 
uphill battle given Yolanda’s living in a smoke-saturated environment and his lim-
ited knowledge about BH treatment. At the end of the day, Yolanda was unable to 
connect with specialty services, either on the medical side or the BH side.  

  Yolanda, like Callie, has commercial insurance, but she is hampered in obtaining 
needed services because of the narrow provider network the plan supports and by 
physician shortages due to a recent expansion of covered patients in her state. 
Though BH care is part of Yolanda’s coverage, BH specialists have 6-month waiting 
lists and are located across town from where Yolanda lives. Since Yolanda is using 
high levels of health services, she is also a candidate for health plan-based case 
management, but Yolanda’s mother does not know what case management is nor 
that she can ask for help as a part of that program. Regardless, she is suspicious of 
the health system and usually avoids involvement even when it may be available.  

  In this scenario,      Yolanda’s pediatrician is aware of Yolanda’s issues and encour-
ages Joan to help as much as she can, but the operational clinic environment is not 
set up to effect change in Yolanda’s health outcomes. Joan, while being tasked with 
assisting and supporting Yolanda, as case manager, does not have the time, the 
resources, or the knowledge to impact change. At the health plan level, the Medical 
Director and her/his case managers are unaware that Yolanda exists. Neither is 
involved in supporting her care, even though she has already been identifi ed as a 
target for health plan-based case management. Health plan case management lists 
far exceed the ability of managers to initiate contact, so Yolanda and her mother 
never received a call. Thus, how could Yolanda’s situation be improved?  

  This scenario is one in which a physician working with either a clinic or health 
plan case manager could intervene with improved outcomes, presuming that at least 
one of the case managers had dedicated time, assessment fi ndings, and tools. On the 
clinic side, Joan would ideally be in a position to bring cases like Yolanda’s to the 
physician’s attention and then work through barriers to improvement. Health plan- 
based case management could also have worked for Yolanda.  

  With this case management environment, the care plan would include targeting 
asthma prevention and treatment from specialists within Yolanda’s network of pro-
viders, obtaining approval for medications outside the health plan formulary as 
recommended by Yolanda’s physicians, actively searching for and identifying will-
ing behavioral health providers for Yolanda and her family, helping Yolanda’s 
mother reduce her tobacco use within the house, and systematically following up on 
outcomes. Joan would also expand her assessment to uncover other clinical and 
non-clinical factors that may be contributing to Yolanda’s persistent symptoms and 
high emergency room use. Finally, there may be community or school-based 
resources to benefi t Yolanda’s course.  
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  In attempting to    maximize     Yolanda’s health, it is possible that Yolanda’s pediatri-
cian could connect with the health plan Medical Director in seeking formulary 
exceptions or substitutions. During this process, a request could be made for alterna-
tive case management services through the health plan that are not possible for fi scal 
reasons in the pediatrician’s clinic. Similar expectations for the health plan case 
manager would be anticipated as those described for Joan above. In fact, a health 
plan case manager may be able to identify geographically accessible BH providers 
who could be accessed quicker than might occur when going through usual clinical 
channels since she/he would have convenient lists of network providers.   

    Complex Integrated Case Management: Renaldo 

   Renaldo     is a 9-year-old boy who has a long list of medical diagnoses. His medical 
diagnoses, however, pale in comparison to other considerations, all of which place 
him at risk for suboptimal health outcomes. He had a near-drowning event as a tod-
dler when he wandered into an unsupervised swimming pool, sustaining a signifi -
cant hypoxic injury before he could be pulled out and resuscitated. He has moderate 
cerebral palsy, mostly affecting his lower extremities, but it also interferes with fi ne 
motor control of his hands. Hypoxic injury also impacted his visual acuity, but vision 
evaluations have been sorely lacking. He has residual cognitive impairment and 
chronic lung disease resulting from that near-drowning incident. Lung problems are 
complicated by wheezing due to sensitivities to pollens, dust mites, and roaches. He 
also suffers from chronic sinusitis that exacerbates his migraine-type headaches.  

  As if medical problems were not enough, he also carries diagnoses of autism 
spectrum disorder and attention-defi cit/hyperactivity disorder. Renaldo exhibits 
impulsivity, frequent outbursts of anger, and oppositionality that are challenging to 
de-escalate. Multiple medications have been tried for Renaldo’s medical and behav-
ioral problems. The only ones that seemed to produce benefi t are now “off formu-
lary” for Renaldo.  

  Renaldo’s father sustained a workplace injury and is permanently disabled with 
additional medical costs of his own. Even though his mother works full time, his 
family’s fi nancial situation is strained. They are typically behind in their rent pay-
ments. Support for the family by other family members and friends is limited. Now 
that Renaldo is entering preadolescence and is becoming taller and heavier, no one 
wants to take care of him due to his behavioral challenges. He has three younger 
siblings—preterm triplets now 5 years old—who did not escape the medical compli-
cations of prematurity and the multiple gestation pregnancy.  

  In school    Renaldo     is in a mainstream classroom with typically developing chil-
dren, but he needs more intensive one-to-one supervision as well as therapeutic 
services to address his specifi c disabilities that are lacking due to the school dis-
trict’s budget constraints. Renaldo’s mother is too overwhelmed by all the stresses 
in her life to be an effective advocate within the school system to obtain additional 
services. Participation in after-hour school activities and community events is not 
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an option for Renaldo, though he would likely benefi t by some sort of structured—
and highly supervised—play time with other children.  

  Health insurance presents the fi nal hurdle for Renaldo. He is eligible for 
Medicaid, but this is not an easy system for the family to navigate or fi nd ready 
access to primary care services. Specialty care, physical therapy, and occupational 
therapy have not been available due to restricted clinicians and services and a lack 
of someone to help the family access appropriate services and referrals.  

  Joan and a health plan case manager using traditional disease-oriented case 
management approaches would experience major challenges in assisting with the 
multidomain health risks found in Renaldo’s situation. Either would need time, a 
complex case management assistance process with potential to bring value, and 
training in its use to effect change. This requires a new way of looking at the assis-
tance and support process, the PICM way.  

    PICM: A Solution for Patients Such as Renaldo 

 With “usual care,”  Renaldo   and his family fall between the health system cracks. 
Renaldo receives only episodic, urgent, and emergent care. To highlight the inter-
ventions and improvements in outcomes that are possible with integrated case man-
agement, opportunities for improved outcomes in patients like Renaldo are described 
below. To be successful, however, changes in how Renaldo is assessed and assisted 
are necessary. 

 The fi rst requirement is that the delivery system or health plan adopts the pediat-
ric integrated case management model. The sponsoring organization’s leadership 
must consciously decide to commit the resources needed to supply full multidomain 
and cross-disciplinary assist and support services. Once completed, case manage-
ment work processes would have the characteristics described below, and physi-
cians would contribute to their development and implementation in several ways. 
Renaldo’s example is idealized for the purposes of illustration, but the key points 
are applicable to similar children/youth presenting with need for complex integrated 
case management capabilities.   

    Complex Case Triage 

  Population triage   is an important antecedent to the initiation of PICM. Renaldo has 
to “trigger” for entry into the queue. Depending on the organization, this can be 
driven by prioritizing algorithms informed by the total cost of care, qualifying diag-
noses, hospital/emergency room admissions, number of physicians involved in the 
care, number of medications used, or a combination of the above. Direct referral for 
case management services could also be an entry option, but it would need to be 
limited to defi ned parameters understood by referring physicians. Physicians will 
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usually have direct input about the criteria used to identify patients for PICM con-
sideration. This process is known as “stratifi cation.” 

 The fi nal step in the triage process is determining if the child/youth and family 
are willing and able to engage in the assistance and support process. If the family 
and/or child/youth cannot be contacted, if they exhibit active resistance to the PICM 
assessment process, or if they have costly and/or complicated health situations that 
would not be appreciably improved by PICM procedures, then they are not candi-
dates for participation. Engagement by children/youth and families that can benefi t 
from engagement is critical for maximizing value of the PICM program for patients 
and the system. This component of triage is  called   “prioritization.” 

 Whether physicians are among those involved in developing triage criteria or 
those supporting PICM engagement from their practices, it is important for them to 
assure that the stratifi cation and prioritization process will reasonably target those 
best suited for PICM in order to maximize the return on the PICM investment. It is 
also important that PICM managers are assigned the few most complex patients from 
the practice or health plan to allow them to focus on the outcome changing activities 
needed to reverse health and cost barriers for this resource-intensive population.  

    Physician Involvement After PICM Assessment 

 Once a child/youth and the family have agreed to participate in PICM, completion 
of the pediatric scripted dialogue that allows anchoring of the PICM-CAG is initi-
ated. Regardless of the setting in which  the   assessment is completed or the sponsor-
ing organization (clinic, hospital, ACO, health plan, case management vendor, 
government program), a full assessment of the biological, psychological, social/
family situation, and health system factors needs to be conducted. Highlights for 
Renaldo’s PICM-CAG (Table  7.11 ) in layperson’s terms are summarized above and 
below the grid:

   Biological Domain 

•   Cerebral palsy—untreated; interferes with mobility and fi ne hand motor control; 
will deteriorate without physical and occupational therapy  

•   Vision—inadequately assessed visual impairment; impacting development and 
school success  

•   Asthma—uncontrolled; immediate threat to life  
•   Allergies—unassessed; contribute to asthma control, likely chronic sinusitis and 

headaches  
•   Ineffectively treated medical conditions—exacerbation of behavioral symptoms 

and impaired participation in school   

  Psychological Domain 

•   Autism spectrum disorder—untreated; interferes with medical treatment, reach-
ing developmental milestones, and academic achievement  

 Physician Involvement After PICM Assessment



164

•   Cognitive impairment—unassisted;  completed   assessment is needed to under-
stand assistance approach and future expectations  

•   Anger and oppositional behavior—untreated; interferes with school and peer 
socialization (may be exacerbated by sinus pain and headaches)  

•   ADHD—untreated; interferes with school and peer socialization   

  Social Domain 

•   Financial and housing insecurity—stable but inadequate family resources; 
behind on rent payment  

•   Parent support—limited social support for Renaldo’s parents  
•   School services—qualifi es for support services but only has a “babysitter” in 

class; no IEP (individualized education program)  
•   Interaction with peers—essentially none   

  Health System Domain 

•   Primary care clinician—none  
•   Designated specialists—no involvement  
•   Coordination of care and communication between providers—few providers 

involved to  communicate    
•   Access to services—long waitlists for network provider if any are available at all  
•   Experience of care—limited to episodic urgent and emergent care     

Baseline HEALTH RISKS AND HEALTH NEEDS

Renaldo HISTORICAL CURRENT STATE VULNERABILITY

Total Score = 64 Complexity Item Score Complexity Item Score Complexity Item Score

Biological
Domain

Chronicity 
HB1

3 Symptom Severity/Impairment
CB1

3
Complications and Life Threat

VB
3

Diagnostic Dilemma
HB2

3 Diagnostic/Therapeutic Challenge
CB2

3

Psychological
Domain

Coping with Stress
HP1

3
Treatment Adherence

CP1
2

Learning and/or Mental Health
Threat

VP

Mental Health History 
HP2

3

Mental Health Symptoms
CP2

3
Cognitive Development

HP3
3 3

Adverse Developmental Events
HP4

3

Social
Domain

School Functioning
HS1

3 Residential Stability 
CS1

2

Family/School/Social System
Vulnerability

VS

Family & Social Relationships
HS2

3
Child/Youth Support

CS2
2

3
Caregiver/Parent Health and

Function
HS3

Caregiver/Family Support
CS3

2
3

School & Community Participation
CS4

2

Health System
Domain

Access to Care
HHS1

2
Getting Needed Services

CHS1
3

Health System Impediments
VHS 2

Treatment Experience
HHS2

1 Coordination of Care
CHS2

1

   Table 7.11     Renaldo’s   PICM-CAG at baseline       
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    Location Specifi c Physician Participation in PICM 
Management 

    Health Plan, Case  Management   Vendor, or Government 
Program Medical Directors 

 After completion of the PICM-CAG, there are multiple points at which physicians 
may become involved on behalf of Renaldo in the PICM process. The nature of the 
contribution of physicians depends on their location of employment in relation to 
the PICM program. If a health plan, case management vendor, or government pro-
gram is the sponsor of the PICM program, their non-clinic-based (offsite) PICM 
managers will assess and assist the child/youth and their family. When this is the 
case, organizational Medical Directors should actively collaborate with the PICM 
managers to assure that:

•    Care plans contain appropriately developed goals and actions for active cases.  
•   Care plan goals are being accomplished on behalf of the children/youth and their 

families.  
•   Assistance and care delivery escalate when expected improvement is not occurring.  
•   Participating children/youth and families are deriving benefi t (PCIP).  
•   Members of the active caseload are moving toward graduation.    

 In addition to working with the PICM managers to initiate the assistance process, 
organizational Medical Directors would also be tasked with communicating with the 
child/youth’s clinicians as a clinical support expert in an attempt to ensure adequate 
progress. Not only do Medical Directors provide a sounding board for the clinicians 
about additional possibilities for the child/youth when progression is not occurring, 
they also may have information that the clinicians do not possess, such as network 
providers who might contribute to care, formulary medications that might be consid-
ered, or non-clinical assistance procedures that were picked up on the PICM-CAG 
but not available through the standard medical or behavioral assessment. 

 For clarifi cation, Medical Directors who are part of case management programs, 
such as PICM, do not contact treating physicians to adjudicate benefi ts or establish 
medical necessity. Unfortunately, this is the most common interaction that primary 
care physicians have with Medical Directors at health plans, often with negative 
consequences. In PICM and similar case management programs, Medical Directors 
should be serving as professional resources to brainstorm about complicated patients 
who have often failed fi rst- and second-line treatment. When Medical Directors 
participate in this way, they can often be of great value to primary care physicians 
and children/youth. They often possess information, such as the prioritized PICM- 
CAG and options that are not readily apparent to the primary care physician, such 
as fl exing coverage benefi ts to include certain non-network providers or non- 
formulary medications. 

 Offsite case management programs differ in how they execute the case manage-
ment process. One option is to have very direct and frequent interaction between a 

 Location Specifi c Physician Participation in PICM Management
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Medical Director and a case manager. In that situation, a case manager would bring 
primarily cases with health complexity to the Medical Director. Together they 
would work through the different challenges and options, cocreating a care plan and 
documenting progress. Less desirable from the perspective of PICM, other offsite 
case management Medical  Directors   do not take active roles in the work processes 
of case managers, but rather serve as resources when managers feel a need for help. 
With less active collaboration, pertinent issues related to health improvement may 
be missed, potentially compromising outcomes and making the case management 
process less effi cient.  

    Physicians Employed  by   Clinics, Health Systems,  or   ACOs 

 Physicians may be the front-line clinicians caring for complex patients and collabo-
rating with PICM managers, regardless of who sponsors the PICM program (i.e., 
offsite or onsite in regard to patient care). The primary care physician who accepts 
Renaldo among her/his patient panel would fi rst review Renaldo’s PICM-CAG and 
the care plan (CP) created by the PICM manager and perform similar tasks to those 
listed above for Medical Directors. However, in the case of the primary care physi-
cian, she/he makes decisions related to health evaluations and the treatment of illness 
and remains “in control” of the overall management of Renaldo. The primary care 
physician’s support of the family’s engagement in PICM is crucial, as is ongoing 
review of the care plan and responsiveness to pertinent action items. 

 In very complex patients such as Renaldo, collaboration among physicians, the 
child/youth, family, and PICM manager is necessary to help prioritize case manage-
ment actions. Critical items should be addressed fi rst, such as control of potentially 
lethal asthma attacks, but important additional, less dangerous, items should eventu-
ally reach the level of action. Care is required, in cases such as Renaldo, that too 
much is not tried at once. Child/youth and family collaboration is also important 
particularly in these initial steps. It is also important to incorporate Renaldo’s mother’s 
clinical and functional goals into the PCIP to ensure engagement and participation 
in the care plan by Renaldo’s family. 

 Actions related to less urgent priorities, such as partnering with the school system 
to develop and implement an effective IEP, initiating BH assessment and treatment, 
or connecting Renaldo and his family with community resources, can be initiated 
while initially addressing more pressing health-stabilizing activities. That is the 
beauty of the PICM-CAG: it highlights where goals and actions are needed while 
also supporting prioritization through scores and color codes. The PICM- CAG 
serves as an ongoing reference and guide as managers and families work together to 
address barriers to health. 

 As children/youth and families engaged in PICM near the point of graduation, 
preventive activities, increasingly assumed by Renaldo and his family, are reviewed 
and implemented. For instance, there may be community groups or school or faith- 
based organizations with programs that could provide normalizing opportunities to 
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introduce Renaldo to peer-related play and interactions. Knowledge and consider-
ation of these resources that are traditionally outside the healthcare system are 
important contributions provided by the PICM manager in coordination with 
Renaldo’s primary care  physician     . 

 Renaldo will need a variety of consultations with specialists once the initiation 
of the care plan reaches the stage of full deployment. It is important for those who 
become involved with Renaldo to know that a PICM manager is involved in the 
case, to share the PICM-CAG assessment and its explanation, and to help them 
understand the value that a PICM manager can bring to Renaldo’s clinical situation 
and perhaps life circumstances. By taking these steps, Renaldo’s specialists, whether 
from medical subspecialties or behavioral health programs, become a part of the 
clinical team contributing to total health outcomes. This is important, especially 
since behavioral health specialists typically are disconnected from medical services. 
Communications may be limited by resource availability and/or privacy concerns. 
Inherent in the PICM work processes is cross-disciplinary support, including 
enhancing coordination and communication among all specialists, community 
resources, and the primary care physician. 

 Renaldo’s BH issues are well beyond those that are generally addressed by pri-
mary care physicians. Likewise, even the BH specialists involved in his care will 
require a level of sophistication and robust understanding of child development, 
mental illness, and family dynamics. For this reason, the PICM managers will assist 
Renaldo, his family, and the primary care physician in accessing needed levels of 
psychiatric services. Not infrequently, this will need to be done via telepsychiatry 
due to the limited supply of child mental health specialists, and telehealth is covered 
in greater detail in Chapter   8    . Also included in the PICM manager’s charge would 
be documentation of BH outcomes along with medical outcomes for Renaldo. 

 For Renaldo, enrollment in a PCMH is an important initial step, either through a 
pediatric or family medicine primary care clinic. PCMHs can be effective in their 
management of patients like Renaldo, especially when they possess care coordina-
tion capabilities [ 4 ,  6 ]. If Renaldo’s medical home has a mature case management 
program, preferably that incorporates PICM practices, it has signifi cant potential for 
enhancing value for children/youth with health complexity.       

 Regardless of the sponsoring organization for PICM managers, the clinicians for 
participating children/youth and families will necessarily be involved whether they 
choose to collaborate or not. Sometimes the contact is minimal, in part, because of 
the lack of appreciation by the sponsoring organization for the value that clinicians 
bring to the PICM process and in part due to reluctance of clinicians to collaborate 
with programs about which they have little understanding or are not in control. It is 
helpful for families and the health system when clinicians treating participating 
children/youth and families actively collaborate in PICM management activities, 
even when the program does not emanate from the clinical setting in which they 
work. As long as the principles and practices of the manager are consistent with 
PICM, it does not matter who “owns” the program. What matters is how effectively 
it achieves improved health and cost outcomes for participating children/ youth     .  

 Location Specifi c Physician Participation in PICM Management
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    Physician Support for Measurement of Health  and   Cost 
Outcomes 

 To document the value of PICM for the sponsoring organization, the PICM process 
itself includes a record of outcomes associated with care plan successes (MP3) as 
well as clinical, functional, satisfaction, quality of life, and fi nancial measures 
(ROM). The PICM manager updates these two documents repeatedly throughout 
the course of PICM assistance. After graduation, the fi nal report on the follow-up 
PICM-CAG, outcome changes documented on the MP3, and the changes (improve-
ment or worsening) noted on the ROM provide evidence for whether and how value 
has been given to Renaldo. 

 Renaldo’s level of complexity is substantial. As a result, early in the course, his 
PICM manager and clinicians will recognize that change expectations are likely to 
be measured in terms of months, if not years. Renaldo and his family will likely 
need PICM assistance for some time before they can manage his care indepen-
dently. Renaldo also has the anticipated problem of transitioning from pediatric to 
adult care within the coming years. Furthermore, each developmental phase will 
bring other health-, social-, and system-related challenges that need to be approached 
in a thoughtful and organized manner. Physicians have the dedicated education and 
experience to identify and anticipate these challenges and offer the expertise for 
identifying actions that may overcome barriers to achieve health.   

    Summary 

 Pediatric physicians have a very direct and important role in supporting integrated 
case management activities. The fi rst task is to defi ne very explicitly what level of 
case management is being considered by their healthcare organization. Care coordi-
nation carried out by a non-clinical (non-RN) support staff may be effective for 
patients with low to moderate case complexity in terms of health outcomes, patient 
costs, and patient and family satisfaction. However, the most complex patients, 
often with a combination of physical health, behavioral health, social situation, and 
health system challenges, benefi t most from case managers trained to practice 
PICM. These patients and their families require support from case managers who 
are facile in addressing their clinical and health system challenges in an integrated 
way, without hand-offs or other interruptions in care. Physicians working with case 
managers in this process also need to be familiar with the PICM approach to best 
support the PICM managers and their patients. 

 Physicians can be active in the integrated case management process at the pri-
mary care level, the behavioral health or specialist level, and even the insurance plan 
level. Roles and levels of involvement will vary, but the general idea is for each to 
work directly or indirectly with PICM managers, to understand how to interpret the 
PICM-CAG, to assist PICM managers in maximizing the care plan, and to collabo-
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rate in monitoring progress toward established goals. Ultimately, successful gradu-
ation for patients and families is the desired outcome, although the time required to 
reach the level of health stability for graduation may vary. 

 Systematically tracking outcomes in fi ve important areas, i.e., clinical, func-
tional, satisfaction, quality of life, and fi scal, are built into PICM. Used properly and 
consistently, they will demonstrate the value of PICM to families, clinics, healthcare 
systems, and health plans that sponsor the PICM program. 

 Finally, PICM fi ts very well into the development and implementation of the 
pediatric PCMH. The pediatric PCMH was originally developed for CSHCN, and 
by defi nition these children exhibit health complexity as defi ned by PICM. It is well 
accepted that these children/youth and their families are not served well through the 
“usual care” model. Case management is an integral part of successful healthcare 
for this population, and PICM offers the added benefi t of integrating general medi-
cal, behavioral, social, and health system factors that infl uence outcomes for 
CSHCN. Given the current focus on accountability for health outcomes, programs 
such as PICM that document success are important. PICM can be implemented at 
multiple levels of the health system, and as with the PCMH, it maintains the patient 
and family’s experience at the heart of the organizing principles.     

   References 

    1.    Gee BT, Nansel TR, Liu A. Reduction of hypoglycaemic events with a behavioural interven-
tion: a randomized clinical trial for paediatric patients with Type 1 diabetes mellitus. Diabet 
Med. 2015. doi:  10.1111/dme.12744    .  

    2.    Noyes J, Brenner M, Fox P, Guerin A. Reconceptualizing children’s complex discharge with 
health systems theory: novel integrative review with embedded expert consultation and theory 
development. J Adv Nurs. 2014;70(5):975–96.  

      3.    Litt JS, McCormick MC. Care coordination, the family-centered medical home, and functional 
disability among children with special health care needs. Acad Pediatr. 2015;15(2):185–90.  

         4.    Antonelli RC, Stille CJ, Antonelli DM. Care coordination for children and youth with special 
health care needs: a descriptive, multisite study of activities, personnel costs, and outcomes. 
Pediatrics. 2008;122(1):e209–16.  

   5.    Cady RG, Kelly AM, Finkelstein SM, Looman WS, Garwick AW. Attributes of advanced 
practice registered nurse care coordination for children with medical complexity. J Pediatr 
Health Care. 2014;28(4):305–12.  

         6.    Van Cleave J, Boudreau AA, McAllister J, Cooley WC, Maxwell A, Kuhlthau K. Care coordi-
nation over time in medical homes for children with special health care needs. Pediatrics. 
2015;135(6):1018–26.  

    7.    Wood D, Winterbauer N, Sloyer P, et al. A longitudinal study of a pediatric practice-based 
versus an agency-based model of care coordination for children and youth with special health 
care needs. Matern Child Health J. 2009;13(5):667–76.  

    8.   American Academy of Pediatrics. Coordinated Care. 2015.   https://medicalhomes.aap.org/
Pages/Coordinated-Care.aspx    . Accessed 7 June 2015.  

    9.    Turchi RM, Berhane Z, Bethell C, Pomponio A, Antonelli R, Minkovitz CS. Care coordination 
for CSHCN: associations with family-provider relations and family/child outcomes. Pediatrics. 
2009;124 Suppl 4:S428–34.  

References

http://dx.doi.org/10.1111/dme.12744
https://medicalhomes.aap.org/Pages/Coordinated-Care.aspx
https://medicalhomes.aap.org/Pages/Coordinated-Care.aspx


170

     10.    Bethell CD, Blumberg SJ, Stein RE, Strickland B, Robertson J, Newacheck PW. Taking stock 
of the CSHCN screener: a review of common questions and current refl ections. Acad Pediatr. 
2015;15(2):165–76.  

    11.    Simon TD, Cawthon ML, Stanford S, et al. Pediatric medical complexity algorithm: a new 
method to stratify children by medical complexity. Pediatrics. 2014;133(6):e1647–54.  

    12.    de Jonge P, Bauer I, Huyse FJ, Latour CH. Medical inpatients at risk of extended hospital stay 
and poor discharge health status: detection with COMPRI and INTERMED. Psychosom Med. 
2003;65(4):534–41.  

   13.    de Jonge P, Huyse FJ, Slaets JP, Sollner W, Stiefel FC. Operationalization of biopsychosocial 
case complexity in general health care: the INTERMED project. Aust N Z J Psychiatry. 
2005;39(9):795–9.  

   14.    de Jonge P, Huyse FJ, Stiefel FC. Case and care complexity in the medically ill. Med Clin 
North Am. 2006;90(4):679–92.  

   15.    de Jonge P, Ruinemans GM, Huyse FJ, ter Wee PM. A simple risk score predicts poor quality 
of life and non-survival at 1 year follow-up in dialysis patients. Nephrol Dial Transplant. 
2003;18(12):2622–8.  

   16.    de Jonge P, Stiefel F. Internal consistency of the INTERMED in patients with somatic diseases. 
J Psychosom Res. 2003;54(5):497–9.  

   17.    Peters LL, Boter H, Slaets JP, Buskens E. Development and measurement properties of the self 
assessment version of the INTERMED for the elderly to assess case complexity. J Psychosom 
Res. 2013;74(6):518–22.  

   18.    Stiefel FC, de Jonge P, Huyse FJ, et al. “INTERMED”: a method to assess health service 
needs. II. Results on its validity and clinical use. Gen Hosp Psychiatry. 1999;21(1):49–56.  

    19.    de Jonge P, Hoogervorst EL, Huyse FJ, Polman CH. INTERMED: a measure of biopsychoso-
cial case complexity: one year stability in Multiple Sclerosis patients. Gen Hosp Psychiatry. 
2004;26(2):147–52.  

    20.    Medical Home Initiatives for Children With Special Needs Project Advisory Committee, 
American Academy of Pediatrics. The medical home. Pediatrics. 2002;110(1 Pt 1):184–6.  

    21.    Sia C, Tonniges TF, Osterhus E, Taba S. History of the medical home concept. Pediatrics. 
2004;113(5 Suppl):1473–8.    

7 Indirect and Direct Physician Support for Integrated Case Management…



   Part II 
   Guidelines for Physicians Working 

to Maximize Patient Outcomes 
in Collaboration with Integrated 

Case Managers        



173© Springer International Publishing Switzerland 2016 
R.G. Kathol et al., Physician’s Guide, DOI 10.1007/978-3-319-28959-5_8

    Chapter 8   
 Organizing and Implementing Value-Added 
Integrated Case Management                     

             Chapter Objectives 

•      To augment physicians’ understanding of when ICM should be considered as the 
primary model for a case management program and how to combine it with less 
comprehensive management models.   

•    To describe getting started with ICM methodology, maximizing its strengths 
while recognizing its limitations.   

•    To discuss how physicians provide collaborative support to an ICM program 
organized under case management leadership.   

•    To describe organizational ICM deployment—defi ning the population served, 
educating stakeholders, resolving management model confl icts, contracting for 
ICM services, determining the location of ICM coordination, hiring and training 
personnel, and establishing work processes.   

•    To delineate the role and importance of outcome measurement.   
•    To review procedures for documenting ICM program value.      

 Physicians should now have a grasp of the types of assist and support services, a 
conceptual framework for the value that ICM can bring to populations of patients 
with health complexity, how ICM can complement clinical practice, the effects of 
the interactions between medical and BH conditions on clinical and fi nancial out-
comes, and the foundational components of ICM and PICM used in patients. It is 
now time to discuss when and how an ICM program should be considered in an 
organizational setting and the high-level decision-making associated with its 
deployment. For purposes of this chapter, “ICM” will be used to refer to both the 
adult and pediatric components. 

  There is nothing so useless as doing effi ciently that which 
should not be done at all.  

 —Peter Drucker 
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 Of course, there is a need to customize ICM programs to the setting in which 
they provide service, as well as to the population served. There are, however, certain 
core ingredients that all ICM programs should have in order to achieve their health 
and cost  objectives   (Table  8.1 ). This chapter will discuss when it makes sense to go 
to the effort and expense of setting up ICM methodology, commonly encountered 
challenges, and strategies for ICM deployment. Since performance measurement 
and improved outcomes for patients and health systems are core components of 
ICM, fi delity to the ICM program is essential. Program customization follows once 
fundamental elements are in place.

      When to Consider ICM as the Primary “Assist and Support” 
 Model   

 Many assist and support programs are built to meet specifi c care delivery, income 
augmenting, or regulatory needs (Table  8.2 ). For instance, a hospital system wishes 
to correct high 30-day readmission rates in order to improve compliance with the 
Center for Medicare and Medicaid Services (CMS) standards [ 1 ]. The hospital sys-
tem, thus, will logically target creation of a “transitions of care” program with the 
short-term goal of reversing unacceptable readmission statistics. Alternatively, an 
employer may wish to encourage a vision of health for their employees by setting 
up a wellness program. Each of these programs can be implemented in such a way 
that they bring targeted value (revenue, improved health at acceptable cost, or regu-
latory compliance) for the population that they serve.

   In organizations in which selected short-term goals are desired for a focused 
population, one of the many assist and support programs, such as health coaching, 
discharge management, and patient navigation, described in Chapter   1     can be con-
sidered. With these, however, it will remain necessary to include components that 
increase the likelihood of improved health and cost outcomes since only a few have 
demonstrated clinical and fi scal performance enhancement [ 2 ]. This is true regard-
less of whether it is a disease management program, a care transitions program, or 
one of the many other popular assist and support programs being marketed to 
healthcare purchasers reeling from annual escalating costs of  healthcare  . 

   Table 8.1    Core administrative value-enhancing ICM  implementation   components   

 • Use of senior or mid-career licensed health professionals, preferably with case management 
certifi cation, for primary ICM application 

 • Uniform training in ICM with application of all core ICM principles and/or practices 
 • ICM service contracts that measure success in terms of measured patient health 

improvement and cost reduction 
 • An ICM practice environment conducive to longitudinal, multi-venue, cross- disciplinary 

 ICM   
 • Supervisory support from physicians trained in the use of and support for outcome- oriented 

ICM 
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 While ICM methodology can be used to address targeted needs in focal areas of 
care delivery, such as listed in Table  8.2 , unless the targeted needs are connected to 
a more comprehensive program designed to attenuate or reverse adverse outcomes 
in the small subset of high-cost patients with health complexity, it does not make 
sense to go to the effort and expense of training case managers in ICM techniques 
and to deploy ICM as a system-wide model. Rather,    assist and support personnel 
should be trained in management algorithms for the specifi c interventions that have 
previously been shown to achieve an organization’s desired aim. 

 ICM is best deployed in situations where there is a wish to maximize long-term 
health and economic results in the 2–10 % of patients with the greatest likelihood of 
poor health outcomes and persistent high health-related cost. It can be deployed in 
conjunction with other management methods or as  the   primary and only approach 
used by an organization. The desire for global health improvement at reduced cost, 
which is the aim of ICM, is more likely to be considered in organizations that are or 
project becoming accountable for total health and cost outcomes as we move to 
population risk-based contracting associated with the ACA (Table  8.3 ) [ 1 ].

    Table 8.2     Organizational   needs that can be addressed by non-ICM primary management models   

 • Discipline specifi c health support, e.g., medical  or  BH 
 • Short-term focal gains, e.g., inpatient discharge management 
 • Organizations/groups wishing to improve focal regulatory or quality parameters, e.g., 

traditional disease management to improve HEDIS/satisfaction measures, transitions of care 
programs 

 • Contracts with “per case touched” reimbursement, e.g., follow-up call on  all  discharged 
patients (process outcome)    

 • To capture improved payment for complicated subpopulations, e.g., billing under CMS 
section 2703 for patients with chronic illness, by hiring managers with basic qualifi cations 
and limited case management training 

 • Targeted reduction in cost, e.g., disability management, workers’ compensation (health 
costs and productivity) 

 • Improved health awareness/behaviors, e.g., wellness program, health coaching, employee 
assistance programs 

    Table 8.3    Organizational conditions  ripe   for ICM as the primary management model   

 • At-risk organization for health and cost outcomes—Accountable Care Organizations, health 
plans, employers, government agencies, other 

 • Interest in high-risk, high-cost patient stabilization 
 • Values cross-disciplinary (total health and cost) goals, i.e., medical and BH 
 • Desire for: 

  – Maximal population-based cost  containment   
  – Longitudinal total health stabilization in complex patients/members/employees/

enrollees/other 
  – Integrated medical and BH services support 
  – Adult and pediatric capabilities 
  – Measured health and cost program outcomes for patients and the system 

When to Consider ICM as the Primary “Assist and Support” Model
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   ICM is built on the premise that there is a small subset of patients in every physi-
cian’s practice that manifest persistently poor symptom control and high levels of 
health service use. For these patients high-touch, longitudinal, relationship-based 
ICM is designed to reverse clinical and non-clinical barriers to improvement, and 
thus lower total health-related cost, in a greater percentage, than can be accom-
plished through standard care. 

 ICM programs recognize that their target population is vulnerable and that stan-
dard care practices are often ineffective. For this reason, illness stabilization takes 
time, effort, and engagement on both the part of the patient and the ICM manager in 
collaboration with the patient’s physicians. Since participants in the ICM process 
are drawn from 5 to 10 % of patients that use 50 to 70 % of health resources [ 3 ], 
individual patient success is required in less than 10 % of those who enter ICM for 
the program to be economically advantageous. To the extent that health stabilization 
comes to a greater percentage, then the economic value to the sponsoring organiza-
tion and the purchasers of care, let alone the patients, is enhanced. 

 For this reason, relationship-based ICM manager intensity  of   service support for 
patients in ICM programs is emphasized rather than the volume of patient through-
put (covered in greater detail later). In large part, this is quite different than most 
traditional case management programs since they defi ne success based on volume, 
i.e., the number of patient contacts made or the number of calls completed. As a 
result, ICM managers have caseloads that are smaller, stay with patients longer, may 
have multiple patient-ICM manager interactions (at least initially), and annually 
close fewer cases (150–250) than traditional case managers. On the other hand, 
those patients who successfully complete the program have improved health and 
what should be a lasting reduction in, typically, very high health service use as 
a result [ 4 ,  5 ].  Measured health outcomes on the PCIP, a basic feature of ICM, 
documents to what extent clinical, functional, satisfaction, quality of life, and fi nancial, 
hereafter called multifaceted, improvement is occurring.  It is using these measures 
that ICM manager success is determined. 

 If ICM is chosen as the principal management model for the reasons listed in 
Table  8.3  or for other reasons, then it is possible to use components of the ICM 
approach for additional targeted case management needs, such  as   support for transi-
tions in care, disease management, disability management, and even wellness 
coaching for those already in the more comprehensive ICM program. ICM, on the 
other hand, does not target all patients in a population for participation, and so the 
complexity-based theoretical framework of ICM may not meet regulatory or con-
tractual requirements with an external organization, such as transition assistance for 
 every  discharged patient. For this reason, a balance of management models used to 
meet explicit needs may be necessary within the same organization. Duplication of 
services, however, should be avoided, and coordination of core management prac-
tices should be consistent within an organization if at all possible. In this way, pref-
erence can be given to ICM manager assumption of responsibility for those already 
enrolled or who are candidates for the ICM program when less comprehensive man-
agement actions are necessary as a part of other contractual agreements.  
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    Getting Started with ICM Methodology 

 ICM-trained management professionals have the greatest opportunity to bring 
improved health and reduced health service use to patients and, thus, value to an 
at-risk  sponsoring   organization. ICM managers, however, are likely to be the most 
costly to train and support in the work that they do. Thus, the fi rst decision that an 
organization must make is whether the top 5–10 % of patients with health complex-
ity can be readily identifi ed, contacted, and successfully enrolled into an ICM pro-
gram. If they can, the next question is whether the sponsoring organization will 
achieve dividends in terms of recognition for quality health procedures, improved 
patient outcomes, and/or direct or indirect cost reduction. 

 Presuming that such a population can be identifi ed and recruited, that the rewards 
of ICM to patients will meet the sponsoring organization needs, and that there is 
interest in addressing patients’ barriers to improvement, then the organization has to 
determine the percentage of those with health complexity that it wishes to assist 
through ICM, to calculate the number of ICM managers that would be needed to 
assist them, and then to project the return on investment based on organizational or 
national data. For instance, in one organization deploying an early ICM model, sav-
ings could be projected from initial member outcomes to be from $2 million to $3.3 
million in year one with an ROI between 2.8:1 and 4.6:1 for managing 10 % of 
100,000 members falling into the top 2–5 % of health service users with ICM pro-
cedures. This presumes that each ICM manager completes 125 cases per year, ICM 
manager salaries are $85,000, paid claims costs are $250 per member per month 
(PMPM), and the gap closure for annual claims costs of the managed population is 
6 % (documented fi ndings at a small Medicaid health plan). If savings from year 1 
persist into year 2 in the initially managed population, then the cumulative projected 
savings is in the tens of thousands of dollars in year two and ROI greater than 10:1. 

 After the decision has been made to move in the direction of ICM, in general, it 
is best to pilot ICM in a population subset and expand based on the level of success 
achieved after initial implementation challenges have been addressed. Deployment 
starts  by   training two groups of health professionals in ICM: (1) the soon-to-be ICM 
managers (full ICM training, generally at competency level 3C or 4C (see 
Table   1.7    )) and (2) the treating clinicians and ICM Medical Directors who will be 
working with them (physician training). Sometimes initially, but certainly as pro-
grams expand, a third group of support personnel for the ICM process may also be 
trained in core ICM principles. These individuals are called ICM manager assis-
tants. They function generally at assist and support competency Level 1C or 2C 
(see Table   1.7    ) and can provide support activities that will increase the number of 
patients with health complexity that ICM managers can assist in achieving gradua-
tion. ICM manager assistants may have limited health-related backgrounds, fall into 
the category of peer support personnel, or be licensed individuals who are early in 
their careers and need “seasoning” before assuming the role of full ICM managers. 

 It has already been stated that the number patients with health complexity to 
whom an ICM manager can effectively provide assistance averages 150–250 per 
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year. This is based on past experience in which managers of complex patients can 
be expected to carry caseloads no greater than 50 individuals who spend 3 months 
on average in active management before graduation (management inactivation). 
Thus, an average manager will be able to complete around 200 patients per year. 
Some patients will be in ICM for over a year, while for others, ICM activities will 
be completed within a month. Of course, the number completed has to do with the 
level of complexity of the population served by the sponsoring organization and 
secondarily with the types of cases assigned to the ICM managers. For some high 
need populations, generally with very high health service use, the ICM manager 
caseload may be no greater than 20 and the duration of management prolonged. 

 For most non-ICM management programs, the number of patients with whom 
the manager has “contact” determines manager success. In these programs, the 
number of patients that a case manager carries, albeit not necessarily those with 
health complexity, may expand to as many as 150 at a given time and the number 
annually “completed” be in the high hundreds. There is a temptation to use ICM 
managers in the same way, at least initially. As already discussed, ICM work pro-
cesses are built on a different success premise, i.e., health stabilization and long- 
term cost reduction in complex patients. If ICM managers are assigned caseloads in 
excess of the number that they can effectively stabilize, then the value of the ICM 
program will likely be compromised. ICM success has less to do with the number 
of cases completed than the health status and stability of patients at graduation. 

 The success  strategy   of ICM needs to be refl ected by the metrics with which ICM 
managers are assessed. Thus, there will no longer be an expectation of a certain 
number of contacts with a patient each month, calls made per day, or educational 
items sent. Rather, success will be measured primarily in terms of the clinical and 
functional changes that patients experience and in the amount of health-related ser-
vices used over time. Secondarily, but nonetheless important, successes should also 
be refl ected in the patient’s level of satisfaction with care and the quality of life 
experienced by the patient. Each of these measures is quantifi ed on the PCIP over 
time (covered in more detail later in the chapter). Of course, population contracts 
should be written to foster performance enhancement in these areas and to assure 
that outcomes are being tracked. 

     ICM   Strengths 

 ICM was built with total patient health and cost outcomes in mind. Since standard 
care is suffi cient to meet patient needs in 85 % seeking medical assistance, there is 
no reason to add specialized assist personnel to their care. For the top 5–15 % of the 
population with complicated illness and/or with interacting life circumstances that 
create barriers to improvement, ICM management can be of substantial benefi t at 
virtually all levels of the health system continuum. Patients benefi t by achieving 
better health with lower out-of-pocket expenses. Physicians benefi t by being sup-
ported in achieving better long-term health for their patients. Care delivery systems, 
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as we move into an era of health and cost accountability for care, lower fi nancial 
risk in some of their most challenging patients by improving the quality of care 
provided. Finally, insurance companies and the purchasers of care are able to lower 
total charges and population-based expenses for those they adjudicate or support. 
The strengths of ICM, which help accomplish these outcomes, are listed in Table  8.4 .

       ICM Weaknesses 

 ICM is not a panacea for all identifi ed needs within the healthcare system. It also 
has several easily  recognizable   weaknesses (Table  8.5 ). Some of the weaknesses are 
mirror images of the strengths. For instance, since ICM is geared to alter outcomes 
in a small group of high need, high-cost patients, it does not meet regulatory or con-
tractual mandates built on total population interventions, such as discharge planning 
for every patient (including the ones with excellent support systems) or disease man-
agement for all diabetic patients (including those in whom illness is well controlled). 

   Table 8.4     Strengths   of ICM   

 • High patient and organizational clinical and fi scal reward potential since patients with high 
health complexity are targeted 

 • Fiscal reward contingent on health improvement, i.e., patient-centered health 
 • Defi ned comprehensive assessment, i.e., the ICM (PICM)-CAG 
 • Relationship-based with “measured” longitudinal total health stabilization across treatment 

settings 
 • Trained professionals systematically assist with multidomain, i.e., biopsychosocial and 

health system, issues based on ICM-CAG or PICM-CAG fi ndings without handoffs to other 
 managers   

 • Useable for patients with all diseases and in all health stakeholder locations, e.g., hospital 
and clinic systems, health plans, employers, government agencies 

 • Adult and pediatric capabilities 

    Table 8.5     Weaknesses   of ICM   

 • Designed for use in patients with health complexity, i.e., targeted rather than full 
population-based active assistance 

 • Success measured in global health improvement and cost reduction and not process 
adherence documentation 

 • Total cost reduction may benefi t patient and total system more than sponsoring organization 
 • Agnostic to regulatory and contractual mandates but addresses accreditation requirements 

with non-complicated customized organizational adjustments 
 • Success requires use of qualifi ed and trained health professionals willing to adhere to ICM 

assistance paradigm 
 • Success requires longitudinal ICM manager assistance across treatment settings and clinical 

disciplines, including  BH   
 • Often requires contracting strategy that allows ICM solvency 
 • Not a quick fi x for isolated problems 
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As noted in the last bullet of Table  8.5 , ICM is not a quick fi x for isolated problems 
but rather tackles the need for health stability in complicated patients with the sec-
ondary potential benefi t of reducing total healthcare costs.

   The trick to effectively implementing ICM is to capitalize on its strengths and to 
minimize its  weaknesses  . This is where customization during initiation of ICM within 
an organization is put to the test. ICM attempts to effi ciently accomplish big picture 
improvement of health for the most challenging patients in the sponsoring organiza-
tion’s system. It, however, does not address a number of the day-to-day conundrums 
that every healthcare organization and practitioner faces in meeting fi scal and regula-
tory needs while providing quality care to the populations they serve.   

    Physician Collaboration in ICM Programming 

 ICM derives its value from health stabilization in patients with health complexity. 
Since ICM managers are not experts in the treatment of patients, and especially 
those that typically require second- and third-line interventions before health 
improves, physicians are critical contributors to ICM success. They participate in 
ICM at two levels (Table  8.6 ):

     1.    As clinicians who understand ICM and collaborate with ICM managers in foster-
ing outcome-based care, including care escalation, for their patients   

   2.    As Medical Directors, who support ICM managers by serving as content experts 
when brainstorming about next steps is needed to assist patients not showing 
improvement from the interventions being used    

  Physicians serving in both of these capacities should have an awareness of ICM 
manager support capabilities and understand how they and their staff can maximize 
patient benefi t achieved through them. 

   Table 8.6    Physician’s role  in   working with ICM managers   

 • As a clinician 
  – Understand ICM assessments (ICM-CAG) and the complementary nature of care plans 

to treatment plans 
  – Share mutually informative patient information 
  – Collaborate in supporting common patients’ clinical improvement 
  – Work with ICM managers and ICM Medical Directors in escalating care 

 • As a Medical  Director   
  – Understand ICM assessments and care plan methodology 
  – Review ICM managers’ cases, especially those not improving and those nearing 

readiness for graduation 
  – Discuss intervention outcomes with ICM managers and the patient’s clinicians and 

brainstorm on next steps for non-improving  patients   
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    Physician Clinicians 

 Primary  care   physicians will generally have closer interaction with ICM managers 
than specialists since they know their patients best and are responsible for their total 
health outcomes. Thus, they will want to capitalize on an improved understanding 
of the diffi culties confronting some of their most challenging patients, such as 
through the ICM-CAG assessment, by incorporating identifi ed barriers to improve-
ment into their treatment plans. For instance, a patient may have an innate distrust 
of Western medical practitioners. In patients in whom this is uncovered, greater 
attention can be given to patient education and follow-up to insure adherence to 
treatment recommendations. 

 Further, ICM managers or the Medical Directors with whom they work may call 
upon primary care  physicians   to participate in discussions about the lack of antici-
pated health improvement with ongoing treatment, as documented through the ICM 
monitoring process, and the potential need for alternative approaches to care. 
Primary care physicians should see this as a value add, rather than an intrusion into 
the care of their patient, since it may speed symptom resolution and return to pro-
ductive life [ 6 ]. For patients with complicated health situations, it represents an 
example of a diverse team working together on the patient’s behalf. Of course, it is 
important for the ICM manager and Medical Director to respect the busy schedules 
of clinicians by using communication techniques that minimize unneeded interrup-
tions and maximize value when verbal contact is required. 

 Specialists may also have direct and sometimes extensive contact with ICM man-
agers, particularly when a patient’s health is out of control, such as during inpatient 
admissions. In these situations, the ICM manager and physician interaction is similar 
to those experienced by the primary care physician. More often, however, specialists 
are tasked with correcting a particular health issue and then returning the patient to 
the primary care physician for continued care. From a specialist’s perspective then, 
the ICM manager serves as a source of information about circumstances that may 
impact the specialist’s intervention and also a facilitator of pertinent clinical informa-
tion transfer during multi-physician involvement or transitions of care. Thus, active 
collaboration with the ICM manager should benefi t both the specialist and the patient. 

 It is anticipated that ICM managers will become part of primary care and spe-
cialty medical teams within physician networks and ACOs in the future, such as 
through 2703 CMS reimbursement procedures. However, given the current structure 
of healthcare fi nance, physician exposure to ICM managers is more likely to come 
through their patient’s health plan than the delivery system in which the physicians 
work. This is a direct function of the payment system in which we live. As long as 
the ICM manager is utilizing core ICM assistance procedures and is not involved in 
utilization management, substantial value can come to the patient through physician-
ICM manager collaboration. The ICM manager’s employer should not infl uence the 
level of enthusiasm  of   physicians to participate in the assistance by ICM managers. 
Until the current payment processes mature, it behooves clinicians to avail their 
patients to the services of ICM managers regardless of the origin of support.  
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    Medical Directors 

 As previously discussed, until recently,    Medical Directors have largely served as 
overseers or developers of healthcare assist and support programs or have been 
adjudicators of benefi t review when treating physicians are called in utilization 
management programs. Other than occasional case conferences, health plan and 
care delivery system Medical Directors associated with assist and support activity 
have rarely participated in review and direct case manager support related to spe-
cifi c patients in the manager’s caseload. Excellent research [ 6 – 8 ] and practical 
application of physician expertise [ 9 ] in serving those with high-end health needs 
now indicates that physicians play an important role in monitoring outcomes and 
assisting in moving from one type of treatment or level of care to another. 

 ICM managers capitalize on an improved understanding of the value that physi-
cians bring in the ICM process. As sophistication about ICM management grows, 
physicians in the form of Medical Directors become a more important part of the 
management. ICM manager work processes will include their review of patient 
caseloads on a regular basis, participation in routine case conferences, and direct 
access to physician assistance. When performing caseload review and case confer-
ences, Medical Directors assist ICM managers with patients in whom barriers to 
improvement persist despite appropriate goals and initial actions. While the assis-
tance of Medical Directors brings the greatest value in the biological and psycho-
logical domains, they can also add to discussions about medical and/or psychiatric 
alternatives even when the main problem is in the social or health system domains. 
Through this collaborative effort by the ICM manager, the ICM Medical Director, 
the ICM supervisor, and often other members of the local ICM team, potential 
options can be discussed and a new care plan developed. 

 Sometimes new approaches can be initiated without participation of patients’ treat-
ing practitioners, but usually the treating practitioner is a major contributor to sugges-
tions on next steps. For these conversations, the ability for a  physician-to- physician 
(peer-to-peer) conversation may improve receptivity in problem solving. The ICM 
Medical Director supports this process. Of course, it is necessary for the Medical 
Director to understand that she or he is not in charge of decisions related to the patient’s 
care; thus, diplomacy during the conversation and deference to the treating practitio-
ner’s fi nal decisions are essential. 

 Using this process, it is possible to keep treating practitioners apprised of the 
health status of their more complicated patients, to review where current interven-
tion does not appear to be working, and to use collegial interaction to identify poten-
tial solutions. Sharing the ICM-CAG and ongoing CP with treating providers can 
truncate explanations and lead to relatively quick alternative approaches in these 
situations when they understand ICM methodology. For this, the “Understanding 
‘Complexity Assessments’” document (Appendix   Q    ) developed to explain ICM 
procedures to clinicians could be used. While not always successful, this tactic is far 
better than allowing a patient with health complexity to remain ill and debilitated 
through inaction or poor understanding of what to do next. 
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 It should be emphasized that the physician is only a player in this process. She/
he will provide expertise from  a   “medical” perspective. Frequently, this needs to be 
coupled with expertise of the ICM manager or others involved in the ICM program 
that contribute non-clinical options that may not be in the physician’s repertoire of 
alternatives. For instance, an ICM manager or even an ICM manager assistant may 
know how to access funds to cover needed medications for an indigent patient 
because they have familiarity with community support programs. The emphasis is 
on a team effort.   

    ICM Deployment 

 ICM is  a   comprehensive approach to complex patient assistance, which spans the 
entire healthcare experience for those assisted, regardless of location, practitioner, 
or type of care. Hospital and clinic systems, health plans, government agencies, and 
employers can provide the fi nancial support for its use. Further, ICM managers can 
deliver their assistance face-to-face within clinical system walls; they can travel to 
participating patients’ places of residence, so-called “feet on the street” ICM; they 
can perform assistance procedures through telephonic/video communication; or 
they can use a combination of these three. Each of these broad-based approaches to 
ICM will infl uence the strategy used in its deployment. At the heart of every pro-
gram, however, are common preparatory activities necessary as ICM is deployed 
(Table  8.7 ) in order to improve the likelihood of ICM success.   

      Defi ning the Served Population 

 Since ICM is designed for use primarily in those with health complexity, the fi rst 
step for an organization is to defi ne  the   population or populations to be served and 
then to ascertain the initial triage procedures, such as suggested in Appendix   A     that 

   Table 8.7     Key   components to consider during ICM deployment   

 • Clearly defi ning the populations and subpopulations targeted for ICM practices 
 • Educating stakeholders about ICM practices and anticipated outcomes 
 • Resolving confl icts posed by existing management services 
 • Changing to contracts that create an ICM win for the sponsoring organization, its patients, 

and the health system 
 • Establishing an ICM and other healthcare assist and support model coordination center with 

an organizational leader as ICM “champion” 
 • Hiring and training ICM  professionals   
 • Training affected treating practitioners in ICM practices 
 • Establishing ICM triage procedures and work processes 
 • Initiating ICM practices 
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will identify patients most likely to benefi t. For health plans, the populations chosen 
for ICM may equate to those with the highest claim amounts in certain books of 
business coupled with illness or treatment patterns identifi ed through predictive 
modeling tools. For care delivery systems, populations may be chosen based on a 
combination of factors, such as patient geography, locations of service, patterns of 
health service use, number of doctors or medications, or insurance type or status. 
From these risk parameters, the hospital and clinic system may develop clinician- 
directed complexity algorithms, using patient registries when available, to choose 
patients in greatest need. 

 The principle is that ICM is a service available for patients having diffi culty 
controlling their illnesses. Much like intensive care unit services, it is for the select 
few with illness burdens that are unlikely to improve without special attention. 
Many neglect this preparatory step until they are in the heat of deployment of 
ICM. They then come to realize that when an ICM manager carries too many 
patients or becomes involved with patients with low complexity, they lose the value 
they bring to patients with health complexity and the system. It is best to set expec-
tations at the beginning for both the ICM managers and treating clinicians, who 
wish care support for “all” their patients, about caseload limitation and the com-
plexity focus of  ICM  .  

     Educating Stakeholders   

 While it is the treating practitioners that are most affected by the introduction of 
ICM availability for their patients, there are a variety of other stakeholders, such as 
operational and fi nancial executives, who must understand the process and value of 
ICM to the sponsoring organization. They will be the ones to sign off on the number 
of ICM managers available and the populations served by the program. If they do 
not understand how ICM contributes to the organization’s mission and vision, their 
support for the program will merely be administrative, putting the program at risk 
as organizational fi scal challenges arise. 

 Other leadership in the sponsoring organization should also have a basic under-
standing of ICM and its value since they may identify special needs within their 
department that could be served by the ICM program or may need to contribute 
effort to improve successes of the ICM program. In the fi rst instance, utilization 
managers, who should provide separate services from the ICM managers, often 
come into contact with patients demonstrating high need and high service use. 
These managers, therefore, could be a source of referrals to the ICM program. In the 
second instance, information technology specialists, such as those who problem 
solve for electronic health record systems, will likely be called upon to assist with 
the connection of ICM manager documentation to other sources of clinical informa-
tion for patients in the clinical setting. Unless there is common knowledge of the 
role that ICM plays in the organization, deployment can be delayed or inadequately 
supported.  
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     Resolving Assist and Support Model Confl icts   

 A common hurdle during deployment of ICM practices is the diffi culty that profes-
sionals performing alternative types of healthcare assist and support activities have in 
transitioning to the ICM model, particularly when their existing management prac-
tices confl ict with the theoretical framework of ICM. This is particularly true if por-
tions of healthcare assist and support services are outsourced to other companies/
vendors, such as regularly occurs with BH support services for medical organizations 
and medical support services for BH organizations. Another common source of con-
fl ict arises when assist and support services are service location specifi c, i.e., inpa-
tient management  or  outpatient management. For situations in which models confl ict, 
executive decision-making is often necessary for an organization to embark on a 
unifi ed and coordinated approach to case management for targeted populations. 

 ICM does not lend itself to compromise in some situations. For instance, if a 
health plan chooses to use ICM for certain books of business, then contracts for BH 
support from BH vendors become redundant, if not counterproductive. BH service 
support is a core feature of ICM, thus standalone BH management is no longer nec-
essary. In these situations, either the primary organization takes accountability for 
patient/member total management needs or the cross-disciplinary organization 
would need to train its managers in ICM procedures and become a part of a larger 
unifi ed ICM management system. Necessarily, this would mean that those previ-
ously only performing independent discipline-specifi c management would need to 
become versed in support for the other clinical discipline through ICM training, just 
as managers of the sponsoring organization are trained to reverse multidisciplinary 
“total health” barriers to improvement. 

 At the hospital and clinic level, different dynamics are at play. Separation of pay-
ment has meant that hospitals have supported their assist and support personnel and 
outpatient programs have supported theirs, even though they target similar chroni-
cally ill patients for management services. From the perspective of ICM, the rela-
tionship of the patient to the ICM manager and continuity of ICM services across 
service locations are major factors in achieving improved health. While it is still 
possible to support independent inpatient and outpatient programs and yet deploy 
ICM for a subset of patients with health complexity, it is necessary to ensure that 
coordination of ICM and location-specifi c management services is part of the total 
health management process. 

 Coordination of ICM work processes with other forms of healthcare assist and 
support services is less cumbersome. For instance, an ICM sponsoring organization 
may continue a discharge management or transitions of care program to meet regu-
latory requirements. Confl icts between these models only arise when two managers 
try to perform similar assistance to the same individual. Thus, for management pro-
grams that don’t confl ict with ICM, focus is on the coordination of manager activi-
ties in concurrently run models. In general, ICM managers should assume 
responsibility for  all  management activities in a patient to whom they have been 
assigned until the patient has graduated from ICM since the comprehensive approach 

ICM Deployment



186

used in ICM includes virtually all subtypes of management assistance, including 
assistance with work reentry and health behavior change. 

 One strategy to overcome these barriers and confl icts is to build in measurement 
of value that ICM can bring through enhanced case management, such as with the 
PCIP. Once health improvement and cost savings are established as ICM is imple-
mented, resistance tends to fade. Documented outcomes create a “win-win” sce-
nario within larger organizations and go a long way to reducing or eliminating direct 
or indirect “sabotage” of ICM  implementation  .  

    Telephonic, Home-Based, and Clinically Based Case 
Management 

 Before passage of the ACA, health plans and employers were the primary fi nancers 
for  assistance and support services.   Since these health stakeholders do not provide 
clinical care, the assist and support services they provide are primarily telephonic. 
Assist and support personnel or professionals initiate contact with members and 
employees remotely, for instance, as a part of wellness programs, health plan-based 
disease or case management, or disability assistance. Using this medium, consum-
ers are enrolled, information is gathered, care plans are developed, and activities on 
behalf of the person being helped are provided. This remote member and employee 
contact is often associated with the sharing of educational information, either elec-
tronic via the Internet or in hard copy via the mail. 

 While there is concern among clinicians that “impersonal” telephonic contact 
will lead to marginal patient improvement, several studies demonstrate that tele-
phonic case management can be effective in achieving both targeted goals, such as 
a reduction in readmissions, as well as global improvement of health conditions and 
reduction in the cost of care [ 10 – 14 ]. This is true even when providing assistance to 
patients with BH conditions in which one may expect greater resistance to or less 
engagement in telephonic communication. As long as attention is given to the 
importance of establishing a relationship with the patient, member, or employee, it 
is possible to engage and achieve health improvement. 

 Telephonic assistance and support services are equivalent to or  have   advantages 
over services provided in clinic settings (clinic based) or in a person’s place of resi-
dence (home based):

    1.    Candidate triage and targeted enrollment can be performed using existing claims 
or employee databases and in some cases predictive modeling tools.   

   2.    The components of assistance and support can be centrally defi ned and perfor-
mance systematically assessed.   

   3.    Case managers can participate in assist and support activities either in a central 
location or as a part of “virtual assist and support” teams from alternative geo-
graphically diverse locations, such as the case management professional’s home 
or in other states.   
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   4.    The uniformity of the assist and support services rendered can be controlled and 
implemented so that consistent and meaningful outcomes can be measured.   

   5.    The sponsoring organization/company can use data gathered on performance to 
inform the breadth of current and future management activity.    

  There are also disadvantages associated with the use of telephonic assistance and 
support. Perhaps the most important is that the health plans or disability/workers’ 
compensation management vendors sponsoring telephonic programs often have 
little contact with the practitioners providing patients’ care. This reduces the ability 
of physicians to both enroll patients in assist and support activities or engage them 
in the helper function, as physicians may not understand the potential value that 
could come to their patients or view such programs as interfering with their physician-
directed care. To many physicians, assist and support programs are an imposition on 
their already busy day. 

 With the advent of cell phones, and particularly less expensive prepaid cell phone 
plans, patients’ telephone numbers may change frequently. Thus, contacting patients 
by phone to initiate and conduct ICM may be challenging, particularly if the insur-
ance plan or health system database does not contain the patient’s updated informa-
tion. Some health systems and insurance plans have developed creative methods for 
providing monetary and other incentives for patients/members to proactively update 
their contact information when changes occur. 

  Home visitation   by case management professionals is another approach to assis-
tance and support with evidence of value to patients [ 15 ,  16 ]. This approach is quite 
common among government agencies in which social workers or public health 
nurses regularly attempt to assist public program enrollees who have unstable 
 residences, let alone access to a telephone. So-called feet on the street assist and 
support activities, while more labor intensive, allow managers not only the ability to 
fi nd and engage high need clientele but also to directly visualize the life circum-
stances that may be contributing to persistent health challenges. 

 In fact, it is in these assistance programs  that   non-clinical barriers to improve-
ment, such as housing support, often take precedence over clinical barriers. Further, 
they create an opportunity for the assist and support professional to identify barriers 
that might not otherwise be uncovered, such as smoke or dust in the home of a com-
promised asthmatic child or the presence of domestic violence. Frequently, when 
non-clinical barriers have been addressed, clinical improvement becomes less prob-
lematic. It is the up close and personal interaction of the case manager and the cli-
ent/patient and/or their family that is the advantage of this approach to assist and 
support delivery. 

 The downside of  home-based assistance and support   is that it is time consuming 
and, thus, more expensive unless provided in discrete locations, such as a nursing 
home or housing project. Further, it requires attention to the safety of the case man-
agement professionals since those clients who benefi t the most often live in loca-
tions where drug abuse and crime are common. Home-based assistance and support 
is generally reserved for those with the most challenging health conditions and fi scal 
impacts. A longitudinal total health and cost perspective, such as with ICM, constitutes 
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a home-based model of assistance and support with a higher likelihood of reaping 
dividends. One creative solution here would be to engage community health workers 
(CHWs) to help facilitate the telephonic relationship with ICM managers and serve 
in an assistant case manager role. 

 Finally, assist and support services may be provided face-to-face in hospital or 
clinic settings. In the hospital, case managers would engage with patients at the 
bedside and, in clinics, as a part of usual offi ce visit operations. Although one would 
expect that a clinically based approach is common, assist and support services usu-
ally are not reimbursed by payers and, thus, relatively few clinical programs have 
implemented them. There, of course, are exceptions, such as with discharge or tran-
sitional care programs. Systematic outpatient assistance and support, on the other 
hand, is unusual in most clinical practices. Poor fi nancial support and limited under-
standing on the part of providers about how to operationalize value-added assis-
tance and support, in part, explain why the recent AHRQ review of outpatient case 
management programs reports such limited improvement of health and cost [ 2 ]. 

 Clinically based assistance and support programs have the advantage that treat-
ing physicians are directly involved in their deployment and can encourage patients 
to engage in assistance procedures. Given the long-term relationships with patients 
that are common in clinic settings, clinics are much better at engaging a higher per-
centage of patients than health plans. If physicians, however, are unfamiliar with 
case management practices that bring value, then their involvement could be a  dis-
advantage  . Common errors in clinics include:

•    Trying to provide assistance services to the entire clinic population, rather than a 
high need subset  

•   Adding assistance and support services for staff who already have full 
workloads  

•   Failing to defi ne assessment procedures, assistance activities, and outcomes to 
measure  

•   Expecting untrained staff to provide value-added assistance and support  
•   Defi ning success in terms of clinic effi ciency rather than patient outcomes    

 Due to these errors, many clinically based programs are either ineffective or, at 
the least, inconsistent in providing value to their patient populations. For this rea-
son, payers are often hesitant to fi nancially support clinic-based programs. 

 Most versions of the assistance and support process involve a combination of the 
telephonic, clinically based, and home-based components. For instance, discharge 
management and transitions of care programs commonly begin with a face-to-face 
bedside encounter by program staff followed by several calls to the patient after 
release from the hospital. Home-based assistance professionals who see patients in 
their place of residence weekly may also attend clinic visits with a client/patient to 
make sure that they understand treatment recommendations of providers as they 
support treatment implementation with the patient. 

 ICM has the potential to be used in each of the three ways described above or a 
combination. Importantly, it can be used by  collaborative organizations   with staff 
trained in ICM methodology. For instance, some patients/members are most easily 
identifi ed and supported through telephonic case management administered through 
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a centralized health plan program. As long as the physicians caring for these patients 
are aware of ICM and its value, they can encourage their patients to participate and 
collaborate in the process. Conversely, a payer could support ICM managers in 
clinic settings where direct interaction with treating physicians would potentially 
bring additional value. The payer could collaborate with the clinic-based case man-
ager by sharing information about non-clinic-based clinical service and pharmacy 
use, such as for patients with substance use disorders or somatization.  

    Contracting for ICM Services 

 Whether assist and support personnel are salaried or work on an hourly basis, they 
are accountable to meet performance expectations of the organization or client for 
which they provide service. In most situations, this means meeting work process, 
i.e., “volume,”  requirements  . While many recognize that volume often does not 
equate with either quality or value, measuring performance based on tasks com-
pleted is the easiest, and often the only, way to assure assist and support personnel 
engagement with patient assist procedures. Further, it is a common mechanism 
through which regulatory bodies defi ne requirements for external reimbursement. 

 ICM is not volume based. It is health outcome based over a more extended time 
frame. Thus, for ICM managers, it is no longer appropriate for them to prove their 
worth by the number of contacts and calls but rather by the outcomes that their 
patients experience related to the ICM process. As a result, contracts for ICM pro-
grams and the managers that they employ should refl ect not the volume of patients 
that each ICM manager touches but rather the improvement in the fi ve core multi-
faceted outcomes that they are able to achieve in the patients they do touch. This is 
why the patient-centered ICM performance (PCIP) is such an  important   component 
of the ICM program. It provides information about success for individual patients, 
for the ICM manager, for the ICM program (consolidated data for patients in the 
program), and for the health system (connection of consolidated data to that for the 
entire population). 

 Many healthcare assist and support contracts remain focused on volume. To the 
extent that volume remains the primary performance metric, ICM managers will be 
less successful with individual, high need, high-cost patients. Thus, new contracts 
are necessary for ICM and its managers so that they are rewarded for the desired 
outcomes generated as part of the ICM model construct, i.e., health stabilization and 
cost reduction in patients with health complexity. Further, measurement of these 
outcomes needs to be built into ICM work processes, such as with the PCIP, so that 
ICM managers are fairly assessed and rewarded for documented performance. 

 So, what would these contracts look like? First, payment for ICM services would 
be based on services delivered to individuals that fall into  predefi ned   high-risk pop-
ulation subgroups (Appendix   A    ). Such patients would commonly have:

•       High health service use   
•      Functional impairment and diminished productivity   
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•      Presence of chronic illness and illness combinations, such as medical and BH 
comorbidity   

•      A high level of risk factors for poor outcomes such as:
      – Low socioeconomic status   
     – Limited health insurance benefi ts   
     – Many doctors and medications       

     • Dissatisfaction with their healthcare   
•      Poor quality of life   
•      Evidence of persistent illness/symptoms and treatment resistance   
•      High presenteeism or absenteeism (employees)    

  Second, the contract would have expectations for use of listed ICM procedures 
(see Tables   4.1     and   4.3    ) that increase the likelihood of enhanced total health and 
cost outcomes through reversal of clinical and non-clinical barriers to improvement. 
And third, a mechanism for documentation of multifaceted outcomes would be a 
core part of the management activities (see Table   4.6     and discuss below). Process 
measures would not, or at least minimally, be a part of the performance evaluation. 

 Under such contracts, there is greater likelihood of health and cost improvement 
if ICM managers were salaried with the potential for bonuses based on their ability 
to achieve measured improvement in the complex patients with whom they work. 
Appropriately constructed, this incentivizes ICM managers to help their patients 
succeed. In fact, once an organization establishes their customized bonus program, 
it can even become more sophisticated and add a “time to success” (pay for perfor-
mance) component, which has been shown to speed improvement [ 6 ]. Success met-
rics would come from outcomes documented on patient PCIPs under the supervision 
of ICM leadership, including physicians serving as Medical Directors, who are 
aware of and can support the challenging work of ICM managers.  

    Determining the Location for the  ICM   Coordination Center 

 ICM focuses on the total health and total cost of those who participate in its assis-
tance. ICM work processes make no distinction among inpatient, outpatient, or 
home care, or between medical and BH services. Working with patients as part of 
ICM requires involvement and longitudinal assistance in all of these areas. Thus, to 
the extent possible, those providing ICM services should be supported from a coor-
dination center that is not specifi cally aligned with:

•    An outpatient clinic system  
•   One or more post-acute care settings  
•   An inpatient setting or a group of hospitals  
•   A focal physician group  
•   A discipline-specifi c service location, such as in the medical or BH sectors    

 Rather, full service ICM requires coordination by leadership that spans treatment 
platforms and all medical and BH service locations. There can be focal subsets of 

8 Organizing and Implementing Value-Added Integrated Case Management

http://dx.doi.org/10.1007/978-3-319-28959-5_4
http://dx.doi.org/10.1007/978-3-319-28959-5_4
http://dx.doi.org/10.1007/978-3-319-28959-5_4


191

service to less complex patients to meet contract or regulatory needs, such as dis-
charge planning, in which selected ICM principles and practices can also be used, 
but these should be in the context of full service ICM. 

 In almost every setting in which ICM is supported, i.e., health plans, hospital and 
clinic systems, government agencies, and places of employment, the fragmentation 
of clinical services that pervades our health system can infl uence the way that ICM 
may be set up and coordinated. Great care must be utilized to insure that ICM prac-
tice with patients maximizes the ability of ICM managers to work in all treatment 
settings, regardless of the specialty of service. Improving total health and cost out-
comes requires working across platforms. 

 The principle to be remembered is that ICM and ICM leadership, which has the 
greatest opportunity to bring value to high need, high-cost patients and the system 
being served, should assume a coordinating role for assist and support practices 
throughout an organization. Other assist and support systems used within an orga-
nization should defer to ICM program personnel when both may be appropriate for 
a given individual. They should  be   coordinated with ICM and vice versa. Regardless, 
ICM managers should have minimum diffi culty in providing assistance services to 
assigned patients at all levels of care and in all disciplinary locations. Further, medi-
cal and BH managers should work within a single administrative framework and 
payment system, utilizing identical ICM work processes for all assigned patients, 
whether medical or BH issues are the primary reason for ICM referral.  

     Hiring and Training Personnel   

 ICM is an advanced case management approach to patient assistance. Only licensed 
or credentialed professionals with the ability to perform independent assessments, 
such as nurses or social workers, are candidates for training as Level II ICM man-
agers (generally competency Level 2C through 4C; see   1.7    ) in ICM, which are the 
trained healthcare specialists that provide full ICM services. Level I ICM manag-
ers (generally competency Level 2C and 3C; see   1.7    ) understand the principles of 
ICM but either have not been trained in their use or do not work in settings in 
which ICM practices are implemented. Having said this, not all licensed or creden-
tialed professionals wish to provide comprehensive ICM help to patients, which 
necessarily includes both medical and BH assistance. To do so requires an interest 
in addressing  all  health-related needs of those being supported and usually involves 
the development of a broadened set of clinical skills. It has been the experience of 
those performing training in ICM that there is an attrition of up to a quarter of those 
trained in organizations moving to the ICM platform since many medical-only and 
BH-only case managers are uncomfortable providing cross-disciplinary support 
for patients. 

 For this reason, one of the fi rst steps in hiring ICM professionals is to attempt to 
ascertain if those applying are interested in learning the skills required to perform 
cross-disciplinary services that encompass all treatment platforms. Those who show 
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reluctance to move into ICM’s professional space should not be forced to undergo 
training but be reassigned to alterative professional activities or be encouraged/
allowed to seek alternative employment options. 

 Even when this preliminary triage is used, there will remain a subset of those 
trained who do not possess the aptitude needed to effectively apply ICM principles. 
This is particularly true when the pool of potential participants includes those who 
have previously been benefi t (utilization) managers. As mentioned earlier, benefi t 
managers often have diffi culty moving from an “adjudication, yes/no” function to a 
“assist and support, helper” function. 

 Once licensed practitioners interested in ICM participation have been identifi ed, 
it is then necessary for them to read the ICM Manual [ 17 ] and receive training from 
an ICM instructor in the application of ICM principles and practices (see Table   6.1    ). 
Standardized knowledge acquisition and face-to-face training is available through 
approved integrated case management training programs for all levels of Adult and 
Pediatric ICM Managers, Levels I and II, and ICM manager assistants. With the 
 Physician Guide  publication, physician training in working with ICM Managers 
will also become available. 

  ICM work processes are not learned during standard professional    training     in 
any discipline  since they include the use of specially designed assessment and inter-
vention tools, yet they are necessary to learn for effective ICM deployment because 
they augment the ability of otherwise mature case managers to achieve improved 
health and cost reduction with patients. Thus, without exception, all case managers 
moving into the ICM support arena require full ICM training. This admonition 
applies equally to long-term and newly educated, less seasoned case managers. 
ICM training is essential for delivery of value-added ICM management services. 

 Finally, larger programs often wish to expand the reach of their ICM organiza-
tional managers by supporting their work through development of a cadre of orga-
nizational ICM manager assistants. Organizational ICM manager assistants may 
include licensed professionals who understand the core principles of ICM (Appendix 
  T    ) but either do not have the clinical maturity to provide core ICM practices 
(Appendix   U    ) in complex patients or have not worked in a setting in which applica-
tion of core ICM practices were among standard business practices. Organizational 
ICM manager assistants can also include non-licensed personnel in a health disci-
pline but who have been trained in ICM principles, such as trained peer support 
personnel. 

 Organizational ICM manager assistants complete the same components of training 
given to ICM managers, including reading the ICM Manual, sitting through the 
study sessions, and participating in face-to-face ICM implementation training. 
These assist personnel are in a position to expand the reach of ICM managers, both 
Level I and II, by contributing to management activities for patients participating in 
an organization’s ICM program, e.g., performing triage duties, fi nding community 
resources, setting up appointments, checking on test results, facilitating transporta-
tion, etc. They, however, do not complete assessments, design care plans, document 
outcomes, or close cases.     
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    Establishing Work Processes 

 It is not the purpose of this  Physician’s Guide  to detail the activities of ICM 
 managers since physicians are generally not responsible for the organization and 
administrative supervision of ICM managers themselves. For those who fi nd them-
selves in this kind of role due to administrative assignments in their organization, 
they are referred to Appendix   A     of  The Integrated Case Management Manual: 
Assisting Complex Patients Regain Physical and Mental    Health    [ 17 ]. In diagrams 
1A through 1G, graphical illustrations can be found that delineate how ICM manag-
ers systematically perform ICM duties. These diagrams summarize the fl ow of 
patient triage and assessment, review how care plans are developed and ICM is 
iteratively performed, and describe the steps used to safely transfer patients back to 
standard care when health and life situations have stabilized to the point that ICM 
graduation can be considered. 

 Even ICM Medical Directors do not need the depth of administrative under-
standing about ICM manager work processes provided in the ICM Manual since 
they primarily support ICM managers by using their clinical expertise as a part 
of clinical case reviews. This is not an administrative supervisory relationship 
but rather one in which ICM managers and Medical Directors collaborate in 
brainstorming about next steps for those who are making limited progress 
despite initial actions, in deciding who is ready for return to standard care, and 
by providing a resource for direct communication with ICM patients’ clinicians 
as indicated. 

 Physicians need an appreciation for basic characteristics of ICM workfl ows to 
work effectively with ICM  managers   (Table  8.8 ) and ensure that fi delity to the ICM 
model is being used.

   Table 8.8    Core ICM workfl ows   

 • Total population triage to select ICM participants from those at greatest risk for poor 
 outcomes   

 • Assignment to trained ICM manager within acceptable caseload parameters 
 • Completion of ICM-CAG (PICM-CAG) assessment 
 • Care plan goals and actions connected to prioritized complexity fi ndings followed by 

systematic ICM assistance 
 • Communication with treating providers 
 • Outcome documentation using CPO and PCIP 
 • Escalation of care in collaboration with the patients’ clinicians and the ICM Medical 

Director when needed until health stability is achieved or maximum benefi t has occurred 
 • Graduation procedures followed when patient vulnerability is at an acceptable level for 

inactivation of  ICM   
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        Measuring Patient and Program Outcomes 

 There are two levels  of   outcome measurement systematically employed by full ser-
vice ICM managers: (1) the care plan’s measurement of progress (MP3—Appendix 
  G    ) and (2) the patient-centered ICM performance (PCIP—Appendix   S    ). The CPO 
follows outcomes specifi cally related to care plan goals. During the process of ICM, 
the CPO will progress from initial goals related to barriers to improvement that are 
most pressing, i.e., those scored as “3” and “2,” to those in which there is less imme-
diate need but nonetheless are important since their achievement will allow patients 
to remain stable after patient graduation. Often goals related to scores of “1” are 
more preventive in nature and are geared to helping patients take ownership of their 
health by developing behaviors associated with continued health stability. 

 The CPO is directly related to the care plan (CP), which lists targeted goals and 
the actions being taken to meet those goals. Often the ICM manager and patient will 
fi nd that initial actions are not achieving the desired outcome. Since the goals are 
defi ned and actions can be checked off, it is possible to add actions or change the 
way that goals are defi ned when progression toward goals is not occurring. These 
activities are all a part of the ICM manager’s responsibilities with the objective of 
reversing barriers to improvement over the course of ICM. Ultimately, the iterative 
ICM process allows closure of early CP goals that have been attained and move-
ment to others until the ICM manager and patient are satisfi ed that most or all bar-
riers have been resolved. That is the point at which case closure (graduation) occurs. 

 The PCIP, unlike the CPO, is not an ongoing assessment tool that remains open 
and adjusted based on actions that are completed and care plan goals that are accom-
plished. Rather, it is the ICM tool that is used to document “big picture” and 
 meaningful outcomes of importance to the patient, their families, their physicians, 
the insurance company, the ICM sponsoring organization, and the health system. It 
is periodically revisited at intervals throughout the ICM process. 

 As previously mentioned, the PCIP includes measurement of fi ve facets in the 
healthcare experience. Only one of these has to do with the illnesses experienced by 
the patient, i.e., the clinical outcomes. Three have to do  with   factors that change as 
health improves: (1) the ability to more fully participate in life (functional out-
comes), (2) the need to use healthcare services (economic outcomes), and (3) the 
quality of life experienced by the patient. The fi nal facet relates to an assessment of 
the patient’s satisfaction with their healthcare experience. 

 At the completion of the initial ICM-CAG assessment, ICM managers work with 
patients to identify personal clinical and functional goals that they would like to 
achieve during the ICM manager’s work with them. These “personal” goals are 
translated into measures that can be tracked over time. For instance, a patient’s clini-
cal goal may be to be free of depression, and the functional goal may be to reinitiate 
church volunteer work. At baseline, the patient may have two depression-free days 
a month and not even be attending church. Of course, the goals have to be realistic, 
given the patient’s health condition. This is where the guidance of a trained ICM 
professional comes in. 
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 In addition to the patient’s clinical and functional goals, the ICM manager will 
likely have one or two more sophisticated goals of her/his own to add to the PCIP, 
which may or may not be related. For instance, knowing that the patient above has 
been seen in the emergency room several times and admitted once for obstructive 
lung disease due to nonadherence from debilitating depression, the ICM manager 
may add an FEV1 to a PHQ-9 score as clinical outcomes and “return to work” as a 
functional outcome to measure. At baseline, FEV1 is 35 %, PHQ-9 is 23, and days 
of work in the past 30 days, none. 

 To clinical and functional goals are added an assessment of health-related quality 
of life and satisfaction with care. The former may be measured as the number of 
days/week feeling well while the latter measured on a 10-cm visual analogue scale 
(VAS). If the ICM manager works for a health plan, it may be possible to use claims 
data to assess change in per member per month costs over time (last 12 months vs. 
next 12 months) as the economic measure. If not, then the number of emergency 
room visits per month, hospitalizations per year, or out-of-pocket medical expenses 
could be alternatives. 

 Finally, the  ICM-CAG   itself provides a good total look at the patient’s change in 
barriers to improvement. The baseline score is the starting point and change over 
time the indicator of progress. Further, using the ICM-CAG, it is possible to identify 
areas in which barriers to improvement have not changed. For instance, a number of 
factors may have improved, such as the patient’s living situation and control of pso-
riasis, but others, such as the approach to coping, which includes alcohol depen-
dence, have not. Unless attempts are made to address signifi cant risk factors, such 
as alcohol dependence, then gains may be lost shortly after ICM is discontinued. A 
tracked ICM-CAG can be a harbinger of the future for both the ICM manager and 
the patient’s clinicians. This is usually captured in the “vulnerability” section of the 
ICM-CAG. To the extent that the ICM manager and the patient’s practitioners can 
consolidate efforts to change residual barriers, they have the potential to assure a 
longer-term period of health stability. 

    Documenting Program Value 

 Patient CPs and CPOs for individual patients do little to  document   program value. 
Rather they confi rm patient engagement in ICM and that the ICM manager is con-
sistently working with her/his patients to reverse barriers to improvement. CPs and 
CPOs could be used to assess the effi ciency of ICM managers in a program as they 
achieve change, but to do so would require a deep and detailed dive into the actual 
care plans of multiple patients by the same ICM manager. Further, assessing effi -
ciency would require adjusting for the level of complexity of the ICM manager’s 
panel of patients and for their level of motivation to improve their health condition. 

 The CP and CPO are better used for day-to-day work with patients. They provide 
ready access to areas of challenge during case review conferences and when it is 
helpful for a Medical Director to brainstorm with ICM managers as they uncover 
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next steps in diffi cult patients. Further, they can be used retrospectively to review 
what has worked in the past when the same patient graduates but then reenters ICM 
due to new or recurrent problems. 

 It is the PCIP that provides the opportunity for assessing success of ICM at vari-
ous levels. Its implementation at onset should be fundamental for all new ICM pro-
grams and a core feature of all mature  programs  . First, it can be used as documentation 
of success at the patient level in each of the fi ve outcome facets measured. Second, 
it can be used to assess the success of ICM managers within a program by compar-
ing PCIP outcomes for various ICM managers’ patient panels. Of course, this will 
require standardization of outcomes measured by each manager in each facet of the 
PCIP or a way to normalize the measures used. Third, it can be used to document 
the success of the ICM program by consolidating outcomes for ICM managers pro-
viding service to patients. The obvious and easiest approach that can be used is a 
pre-post comparison; however, it could also be possible to set up a randomized 
controlled trail with appropriate human subjects review and approval. Finally, the 
PCIP could be used to document value of ICM in an organization by showing the 
effect of the program on total health and cost of care in the subset of patients with 
the greatest health risk. 

 It is the PCIP that allows ICM to document long-term outcomes. Of course, this 
is the direction that CMS intends for future healthcare to go. ICM is there to meet 
its challenge.      
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    Chapter 9   
 Connecting Integrated Case Management 
with Integrated Complex Inpatient 
and Outpatient Care                     

             Chapter Objectives 

•     To dissect the challenges that patients with health complexity have in achieving 
health improvement in a fragmented delivery system.  

•   To describe the synergy between integrated case management and integrated 
care delivery.  

•   To share a vision of integrated case management for patients with health com-
plexity when healthcare services are integrated.  

•   To discuss ICM managers’ and collaborating physicians’ role in advocating for 
complex care programs and, ultimately, systemwide integrated care.     

  ICM   and PICM are about assisting patients with health complexity connect the chal-
lenges in getting and then following through on value-added medical and BH treat-
ments. Yet they live in a society and healthcare environment that does not recognize 
the many non-clinical and structural health system factors that produce barriers to 
improvement. While patients’ life circumstances, such as low income, restricted social 
support, and limited education, are signifi cant indirect contributors to getting timely 
and effective healthcare and require attention, barriers imposed by the healthcare 
delivery system are just as challenging, yet they commonly receive little attention. 

 Much has already been discussed about the importance for ICM and PICM man-
agers to assess and concurrently address medical and BH conditions as a part of ICM 
and PICM work processes. The emphasis, to this point, however, has related to the 
synergy of BH and medical conditions, as well as the importance of nurturing a rela-
tionship between the ICM and PICM manager, the patient, and their caregivers or 
parents/guardians. There is another reason to train ICM and PICM managers to 
understand and assist with cross-disciplinary issues that patients experience without 

 If you don’t go after what you want, you’ll never have it. If you 
don’t ask, the answer is always no. If you don’t step forward, 
you’re always in the same place. 

 —Nora Roberts 
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handing them from one manager to another, specifi cally the negative effect that 
ineffective or poorly coordinated management of medical and BH conditions has on 
total health outcomes and healthcare costs. 

  Traditional case management models   focus primarily on medical  or  BH needs, 
depending on the origin of disciplinary fi nancial support. With traditional programs, 
patients with concurrent medical and BH illness/needs are transferred between 
managers participating in uni-disciplinary programs. When this approach is used, 
communication between medical and BH managers, let alone clinicians, is trun-
cated if it occurs at all. Further, medical and BH managers frequently pursue their 
portion of the discipline-specifi c assistance process as if the other did not exist. 

 Traditional case management consistently fails to identify cross-disciplinary 
needs and does little to coordinate services supporting improved health. As a conse-
quence, traditional case management is generally ineffective in producing desired 
outcomes for patients with comorbid conditions [ 1 ]. The  fragmentation   of medical 
and BH care, perpetuated by independent medical and BH payment systems, con-
tributes to compromised outcomes for those receiving assist and support services. 
Thus, patients with health complexity, 60–80 % of whom have comorbid diffi cul-
ties, persistently experience limited health improvement and cost reduction. 

 Unfortunately, ICM and PICM managers are forced to assist with coordinated 
cross-disciplinary services in a system in which medical and BH professionals work 
in separate clinical environments; rarely communicate, whether by voice or in clini-
cal notes; and seldom go to the effort of coordinating medical and BH care for 
patients. This lack of coordination between the medical and BH systems continues 
despite the fact that the interaction of  these   comorbid conditions leads to medical 
and BH treatment resistance and continuing high health service use (see Chapter   2    ). 
This chapter will discuss:

•       How medical and BH services delivery is segregated in virtually all healthcare 
environments and represents a major health system contributor to poor health 
outcomes and high cost   

•      The connection of ICM and PICM effectiveness to ICM and PICM managers’: 
(1) understanding of how to navigate the disparate medical and BH systems, 
(2) connecting cross-disciplinary practitioner-directed assessment and treatment, 
and (3) resolving non-clinical barriers   

•      The importance for those participating in ICM and PICM programs, including 
physicians, to advocate for health system transition to an integrated medical and 
BH care delivery model   

•      Fostering the development of two models of integrated care: (1) interim local 
health complexity programs and (2) systemwide medical and BH transformation 
to integrated care    

  This chapter addresses these topics from the perspective of physicians who are 
working with ICM and PICM managers but are impeded by the current clinical and 
fi nancial disconnection of the medical and BH systems. To the extent that physi-
cians and other treating health professionals can help ICM and PICM managers 
provide assistance in a more integrated delivery system, they will magnify the gains 
achievable through ICM and PICM work processes. 
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    Fragmented Medical  and   Behavioral Healthcare Delivery 

 Medical and BH services have always been separate; however, since the introduction 
of managed care in the 1980s, this separation has become systematized and regi-
mented. Even if medical and BH professionals desire to work together and commu-
nicate with each other, it is only possible in focal settings after creative work- arounds 
have been initiated with considerable fi nancial challenges [ 2 ,  3 ]. The segregated pay-
ment system requires independent locations for care to be provided [ 4 ]. National and 
state laws also create barriers to medical and BH clinician communication [ 5 ]. In 
fact, medical and BH practitioners have worked in independent settings and used 
disparate work processes for so long that there are few with a vision of what an inte-
grated system would look like, let alone how to operationalize it. 

 A segregated system wouldn’t be so bad if not for the fact that nearly three quar-
ters of BH patients choose to access healthcare services for BH care needs primarily 
or exclusively in the medical sector (Figure  9.1 ) [ 4 ]. Few BH specialists practice in 
medical settings because their insurance networks and reimbursement systems dis-
courage it. Thus, two thirds of patients with BH conditions receive  no  BH treatment 
[ 6 ]. Of those who are treated, most is not evidence based [ 7 ,  8 ]. This is associated 
with persistent BH problems that never get addressed or resolved.

   More importantly, however, lack of effective BH intervention leads to predictable 
treatment resistance for chronic medical conditions, increased medical complication 
rates, and high use of, primarily, medical health services [ 9 – 11 ]. Economically, the 
disconnection of medical and BH services is devastating. It is associated with dou-
bling of average annual total healthcare costs for patients with comorbid medical and 

  Figure 9.1    Seventy-fi ve percent  of   behavioral health patients are seen in the medical setting       
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BH conditions [ 12 ]. Fourteen percent of two hundred ninety-one million patients 
have BH conditions. Their care is supported by three common insurance vehicles in 
the USA, i.e., commercial insurance, Medicare, and Medicaid. These 14 % of the 
total population consume nearly 34 % of healthcare resources in the USA (see Table 
  2.3    ), equaling $536 billion of a $1.7  trillion   healthcare spend. Eighty percent of this 
spend is for high cost and, in many situations, unnecessary medical care. 

 Most medical providers are unaware of just how drastically the separation of 
payment for BH services impedes access to and the coordination of medical and BH 
care. Data suggest that delayed BH service access stands out among all specialty 
services for patients with medical conditions [ 13 ]. The reverse, i.e., medical service 
access for patients with serious BH disorders, is just as evident [ 14 ]. While it is 
important to be aware of this disconnect, it is equally important to know that there 
are models of integrated medical and BH service delivery,  both   inpatient  and   outpa-
tient, that are associated with improved health and cost outcomes [ 15 ]. 

 Perhaps the best studied is the “collaborative care” outpatient model where phy-
sicians work in cooperation with case managers and other specialists to provide 
coordinated care for medical patients with comorbid BH conditions, especially 
depression. Over 80 controlled trials demonstrate that medical patients with comor-
bid depression receiving collaborative care have signifi cantly more depression-free 
days and over $3000 lower total healthcare service use over 4-years post-interven-
tion than a control group [ 16 ]. Recent studies using TeamCare, an enhancement to 
collaborative care, in which management assistance for diabetes and heart disease is 
added to depression, show that physical disorder outcomes also improve with the 
integrated approach [ 17 ,  18 ]. Similar, though less well documented, integrated 
models in other areas of the healthcare system have also demonstrated the ability to 
improve outcomes and decrease  cost   (Table  9.1 ) [ 15 ].

   The fragmented medical and BH health system that is available for patients to 
use, as described above, does little to foster improved outcomes or cost savings, 
especially in patients with health complexity. The interaction  of   medical and BH 

   Table 9.1    Value-added  program   development   

 • Inpatient 
  – Proactive complex case fi nding to direct psychiatry consultations 
  – Delirium prevention programs 
  – Complexity Intervention Units (CIUs) with medical and BH capabilities in general 

hospitals 
 • Outpatient 

  – Primary and medical specialty physician training in the use of the physical symptom 
reattribution for unexplained physical symptoms 

  – Integrated BH-primary and specialty medicine clinics 
  – Proactive complexity case fi nding 
  – Funded integrated case manager support 
  – Screening and brief intervention for alcohol  abuse   
  – Primary care buprenorphine and integrated substance use disorder rehabilitation 

programs 
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 conditions   is most frequently seen in these patients and leads to persistent illness 
and high healthcare service use (Table  9.2 ) [ 4 ]. Due to the way that medical and BH 
services are currently organized, patients experience prolonged delays in accessing 
services, particularly when providers are members of noncommunicating provider 
networks. A minority of patients gets collaborative healthcare. Even then, much that 
is provided, especially in the medical setting, is not evidence-based.

        Integrated Case Management (ICM) in a   Non-integrated 
Delivery System 

 Little thought is usually given to the larger healthcare environment in which ICM 
and PICM managers work. Most attention is given to the mechanics of the ICM 
process, such as how to triage patients, who among those triaged should be asked to 
participate, how to longitudinally follow patients when management administration 
is confi ned to a health plan or clinic setting, how to connect information gathering 
and documentation to the assistance process, how long to keep patients in ICM and 
PICM, etc. These, of course, are all program components that require thoughtful-
ness and often problem resolution. They, however, fail to include discussion about 
how to help patients navigate a health system in which medical and BH services are 
so detached one from the other, as described above. 

 The fi rst step, which has already been mentioned, is to fi nd ICM and PICM pro-
fessionals who are willing to take on the added role of providing cross- disciplinary 
assistance for patients. Once identifi cation of this subset of case managers has been 
accomplished, approved ICM and PICM training helps initiate the process of 
understanding core features of common cross-disciplinary illnesses, as well as 

    Table 9.2    Health and cost impact of BH comorbidity  in   patients with chronic medical conditions   

 Patient 
groups 

 Annual cost 
of care 

 Illness 
prevalence 

 % with 
comorbid BH 
condition a  (%) 

 Annual cost 
with BH 
condition 

 % 
increases 
with BH 
condition 

 All insured  $2920  15 
 Arthritis  $5220  6.6 %  36  $10,710  94 % 
 Asthma  $3730  5.9 %  35  $10,030  169 % 
 Cancer  $11,650  4.3 %  37  $18,870  62 % 
 Diabetes  $5480  8.9 %  30  $12,280  124 % 
 CHF  $9770  1.3 %  40  $17,200  76 % 
 Migraine  $4340  8.2 %     43  $10,810  149 % 
 COPD  $3840  8.2 %  38  $10,980  186 % 

  Cartesian Solutions, Inc.™—consolidated health plan claims data 
  a Approximately 10 % receive evidence-based mental condition treatment 
 From Kathol R, Sargent S, Melek S, et al., Nontraditional mental health and substance use disorder 
services as a core part of health in CINs and ACOs, in Clinical Integration: Accountable Care and 
Population Health, 3rd edition. Virginia Beach, VA: Convurgent Publishing, LLC, 2015, with 
permission  
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medical and BH delivery system differences that infl uence the effectiveness of inte-
grated support services, e.g., overcoming regulatory and communication barriers, 
activating the emergency medical or BH system, etc. As ICM trained managers 
assist patients using ICM and PICM methodology, at 3 months they typically 
endorse “comfort” in doing cross-disciplinary work for common clinical problems, 
whereas after 6–9 months, they describe “facility” at providing clinically relevant 
cross-disciplinary ICM services with minimal guidance. Supporting actual health-
care, however, is only the start in cross-disciplinary work.    

 The impact of a separate medical and BH delivery system affects ICM and PICM 
assistance services at many other levels. For instance, medical and BH insurance 
products are often purchased from independent companies, i.e., managed BH carve- 
outs (MBHOs) or carve-ins (internally owned BH subcompanies within a “medical” 
health plan). Thus, a person may have excellent physical health coverage but limited 
or no mental health or substance use disorder coverage and/or access because the 
BH component requires care in BH, not medical, settings. While the intention of the 
ACA is for challenges in BH care access to occur less frequently, in fact, barriers to 
BH care access and treatment are just as prominent today as prior to 2008 when the 
Mental Health Parity and Addiction Equity Act (MHPAEA) was passed due to BH 
network inadequacies, the mismatch between where patients with BH conditions 
choose to access care versus the locations in which BH services are available, pay-
ment rates for BH providers, among others. 

 As a result, ICM and PICM managers must attend not only to a patient’s insurance 
status but also its usability in getting care, given medical and BH contract clauses 
specifying geographically separate care delivery and differential payment rules and 
rates. Since ICM and PICM managers are more “hands on,” at least initially, as they 
assist patients, BH challenges that patient experience will become evident as ICM 
and PICM managers make calls themselves on behalf of their patients and fi nd out 
just how limited BH networks can be, their costs, and the delays in appointments 
when a BH network provider, who is accepting new patients, is fi nally found. 

 Another common challenge due to the segregated BH system is fi nding BH pro-
viders for patients with chronic medical conditions that are geographically conve-
nient to see, i.e., collocated with appointments for the many and disparately located 
medical providers who patients also see. This is complicated by the fact that many 
commercial insurance and state Medicaid products do not allow same-day billing 
when medical and BH services are delivered in a common location. This introduces 
an additional expense for patients and a disincentive for BH practitioners to practice 
in a medical setting. Further, ICM and PICM managers often become the commu-
nication bridge for medical and BH providers since medical and BH electronic 
records (EHRs) typically do not speak to each other. 

 These examples illustrate the added challenge that ICM and PICM managers face 
in taking on medical and BH services assistance and support. Not only must they be 
willing to add this to their assistance challenges, they must also have suffi cient appre-
ciation for how the system handles these two health concerns so that they can proac-
tively prevent delays in patient improvement due to care delivery  fragmentation  . 
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 This complicated issue is of equal importance for the practitioners working with 
ICM and PICM managers, whether they are taking care of patients supported 
through ICM or Medical Directors providing backup to ICM and PICM managers. 
Treating practitioners must be willing to work with ICM and PICM managers and 
support cross-disciplinary communication and care coordination. Medical Directors 
must take on the added responsibility of brainstorming about solutions to “total 
health” challenges when desired outcomes are not occurring and communicating 
with both medical and BH treating  providers  is needed .  

    Integrated Case Management (ICM) in an Integrated 
Delivery System 

 As ICM and PICM are deployed nationally, the ICM and PICM managers, physi-
cians treating patients with comorbid conditions who have benefi ted from ICM, and 
the Medical Directors who support ICM and PICM managers will have deep appre-
ciation for the barriers created by the current segregated healthcare payment  and 
  delivery system (Figure  9.2 ). Thus, these professionals are in a prime position to 
develop and support transition to complex care delivery organization and system 
change leading to more effi cient and effective treatment of comorbid patients with 
health complexity.

  Figure 9.2    Siloed payment for and care delivery of medical and BH services (Adapted from 
Kathol R, Sargent S, Melek S, et al., Nontraditional mental health and substance use disorder ser-
vices as a core part of health in CINs and ACOs, in Clinical Integration: Accountable Care and 
Population Health, 3rd edition. Virginia Beach, VA: Convurgent Publishing, LLC, 2015, with 
permission)       
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   Importantly, such changes fi t with worldwide interest in providing more effective 
and effi cient care for the small percentage of patients using the majority of health-
care resources (Figure  9.3 ). For ICM managers and the physicians who work with 
them to impact the transition from our current system to one in which greater value 
is possible, however, it is important to share a general vision of what local integrated 
medical and BH care would look like and what its desired outcomes would be once 
it was accomplished.

       Supporting Development of Organizational Clinical Services 
for Patients with Health Complexity 

 It is unlikely that systemwide integrated medical and BH service delivery will 
become available for a considerable time, despite recognition of the major impact 
that concurrent medical and BH illnesses have on patient outcomes and total health-
care costs. Thus,  an   organizational measure that can be considered on behalf of 
patients with health complexity, especially for healthcare delivery systems inter-
ested in remaining competitive as they become accountable for patient outcomes 
and cost, is to institute ICM and PICM programs that deliver more effi cient and 
effective support for care in patients with health complexity. By working in pro-
grams specifi cally organized to address issues experienced by patients with health 
complexity, ICM and PICM managers would be able to bring the greatest value to 
some of  the   organization’s most challenging and costly individuals.  

  Figure 9.3    Percent  of   healthcare costs used by patients with health complexity (Data from 
Zuvekas SH, Cohen JW. Prescription drugs and the changing concentration of healthcare expendi-
tures. Health Affairs 26: 249–257, 2007)       
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     A   Business Case for Delivery System Health 
Complexity Programs 

 Why would accountable health systems, such as Accountable Care Organizations 
(ACOs), consider constructing health complexity programs? While interest in 
improving health for complicated persistently ill patients would be at the center of the 
rationale, examination of claims data from a 2008 population of over 6 million mem-
bers consolidated from several insurance companies provides a compelling explana-
tion (Table  9.2 ). In this population as a whole, members’ paid claims amounted to 
$250 per member per month (PMPM—$3000 annually). The top 5 % subset of 
patients with health complexity paid claims for health services that amounted to over 
$2500 PMPM ($30,000 annually) and the top 2 % paid claims of $4000 PMPM 
($48,000 annually). If a health complexity program could reverse use of health resources 
by 25 % for the top 5 % of patients with health complexity in only one primary care 
physician’s practice, i.e., 125 patients (5 % of a patient panel of 2500), it would be pos-
sible to save over $925,000 during the fi rst year. Similarly, savings from the top 2 % of 
two primary care physician’s practices, i.e., 100 patients, would be $1.2 million. 

 Such savings would be at a level likely to translate into a return on investment 
(ROI), i.e., net savings related to program initiation, depending on the annual cost 
of the targeted health complexity intervention. Further, it is likely that several clini-
cians—as opposed to only one or two in the description above—would participate 
in the complexity program. Thus, economies of scale for health complexity pro-
grams, kept within the parameters of ability for programs to alter outcomes, could 
translate into greater savings for even larger numbers of patients. Strategically, 
health systems would also likely enroll groups of patients within their accountabil-
ity for which health complexity likely affects a higher percentage with low reim-
bursement for services, such as those receiving public assistance. By targeting 
specifi c populations with higher healthcare costs and greater complexity, healthcare 
systems are likely to reap even greater fi nancial  rewards  .  

    Building Organizational Health Complexity Programs 

 We are at a perfect point in the organization of healthcare delivery to consider the 
development of health complexity  programs   since health reform is focused on the 
Triple Aim, i.e., improving health, the healthcare experience, and the total cost of 
care. But what would such a program look like and who would sponsor it? Several 
initial decisions are necessary, such as where the health complexity program would 
be located, who would participate in delivering the care, how services would be 
reimbursed, and how patients would be identifi ed and enrolled. Table  9.3  provides 
suggestions on where to start.

   Once a decision was made to proceed, a transition plan with a timeline for com-
pletion would need to be developed. Organizational health complexity programs 
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initially would use practitioner-guided care delivery “work-arounds” since the 
healthcare delivery system would remain segregated. Essentially, this would mean 
that within their ACO or staff model health plan, professionals and staff in the com-
plexity center would be able to accomplish objectives that are typically not possible 
during standard care or within guidelines of traditional insurance products. 

 For instance, in all health complexity program outpatient locations, collocated 
medical and BH services would be included as a part of standard care. Primary care 
and psychiatrist physicians would communicate and coordinate the treatment pro-
vided. They and the ICM managers with whom they share responsibility for out-
comes would work as salaried professionals within a system that incentivized speed 
to health improvement for program participants. The level of administrative support 
staff for these central players would assure adherence to and completion of inter-
vention and assistance recommendations. 

 In addition to outpatient enhancements, health complexity program doctors and 
ICM managers would remain actively engaged in decision-making and care inter-
ventions even when their patients were admitted to the hospital or post-acute care 
settings. They would work closely with medical and BH specialists, community 
programs, schools, and other health stakeholders to assure uniform understanding of 
their patients’ many health challenges, the location of pertinent information about 
their patients, and the clinical and non-clinical support they could provide to speed 
recovery and maintain health stability. 

 Finally, the health complexity  program   would have the potential to “fl ex” avail-
ability of services that may not be available through their standard insurance coverage. 
This could include simple things, like bus vouchers for transportation to appointments 
or, more complicated and costly interventions, like support for substance use disorder 
treatment. 

 Ultimately, the goal of health complexity programs would be concentrated on 
improved health outcomes for patients with persistent medical and/or BH condi-
tions who excessively use healthcare resources. More attention would be given to 
achievement of life and health-related goals, which are almost always associated 
with reduction in service use, as opposed to, billing and collections or denial of 
healthcare services to supported patients. This would be accomplished by providing 
“best practices” such as “calling” patients with normal testing results rather than 

   Table 9.3    Visioning a health  complexity   center of excellence   

 •  Accountability —“total health” delivery systems (ACOs; staff model health plans) 
responsible for health in targeted populations 

 •  Location —general medical/pediatric settings with cross-disciplinary outpatient, inpatient, 
and post-acute care access 

 •  Treatment team —primary care physicians, psychiatrists, ICM managers with clinical support 
personnel (nurses, social workers, pharmacists) and access to specialty services 

 •  Payment —personnel, including physicians, salaried as part of a “total health” network of 
providers but with administrative fl exibility to institute complex care best practices 

 •  Patients —proactively identifi ed patients with health complexity (treatment team controls 
enrollment)    
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having them personally “return to clinic” to get them since that will generate a reim-
bursement event, not otherwise available due to administrative or payment rules 
within the standard delivery system. 

 Variants of health complexity programs just described are currently being tested 
in the current healthcare environment and are showing targeted fi nancial success 
[ 19 – 23 ]. Most of these, in one way or another, involve the use of case managers, 
care coordination, clinician-shared care plans, and the like. While they show prom-
ise for a small subset of the population, they are limited even in their ability to 
deliver a full panoply of integrated services that would bring value to their patients, 
such as substance use disorder treatment programs within medical settings [ 24 ], 
Complexity Intervention Unit services [ 15 ], or post-acute care facilities with medi-
cal and BH service support capabilities. The current health system is not set up to 
facilitate positive outcomes for patients with complicated health  needs  .  

     Supporting Systemwide Integrated Services   
for Complex Patients 

 Changing the medical system to one in which integrated medical and BH care is the 
standard is an advocacy function of ICM and PICM managers and the physicians 
who work with them. Unlike participation in the development of health complexity 
programs, which can happen in the short term, systemwide integrated service deliv-
ery for patients with health complexity is a longer-term initiative. It demands core 
changes both in the way that medical and BH services are paid and care is provided. 
By fostering integrated systemwide care delivery, however, ICM and PICM manag-
ers and the physicians working with them will substantially improve their effective-
ness because facilities and treating providers will be in sync with work processes 
used by ICM and PICM managers. 

 ICM and PICM managers and their supporting physicians can advance system-
wide change by infl uencing decision-making by three stakeholders in the delivery of 
care, i.e., purchasers, insurers, and providers.  Purchaser  participation in the transi-
tion to integrated care takes the form of demand for or creation of insurance products 
(including self-insured) that foster integrated service delivery for their constituents. 
Thus, ICM professionals can advocate on behalf of employees or public program 
enrollees for a move to health purchaser contracts that facilitate increased support 
for coordinated medical and BH services. There are specifi c components of  insurance 
products (Table  9.4 ) available to employees and/or government program enrollees 
for  purchase  , which lead to improved coordination of medical and BH care.

   Advocating for systemwide  health plan  integrated care change takes a slightly 
different approach. Participation in the transition process for these stakeholders 
begins with the consolidation of medical and BH benefi ts into a single “health” 
benefi t. This means that segmented BH carve-in and carve-out contracts for care are 
replaced by medical health plan contracts in which BH services are part of medical 
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benefi ts. Coding and billing procedures become unifi ed. BH providers become 
members of the same network of providers as physical  health   practitioners. A single 
EHR houses all clinical notes. Care support for BH clinical practice in the medical 
setting becomes fi nancially sustainable. Essentially, coordination of medical and 
BH services at all levels of care becomes a standard practice (Table  9.5 ).

   Finally, medical and BH  providers , which include both practitioners and treat-
ment facilities, should become a part of the ICM specialists’ advocacy initiative 
since they have as much to gain clinically and economically as ICM and PICM 
programs. Purchasers and health plans create an economic climate in which it is 
possible for BH providers to deliver services in the medical setting and to coordi-
nate them with physical health services. This will require changes in practice pat-
terns and business models at the delivery system level (Table  9.6 ). By advocating 
for this change, much BH care could be provided in inpatient, outpatient, and post- 
acute medical settings. Though smaller, a robust specialty BH sector would remain, 
much as concentrated care in other medical specialties, for those with serious and 
persistent BH conditions.

   Table 9.4     Healthcare purchasers’   contribution to integrated care   

 • Employers and government agencies design or endorse purchase of insurance packages for 
employees or enrollees in which: 
  – BH services are paid as a part of medical benefi ts 
  – BH and medical providers are part of a consolidated provider network 
  – Treatment occurs in collocated clinical settings in which active communication and 

coordination of medical and BH services and providers is available without hassle 
  – Performance is measured based on “total health” improvement and costs of the 

population served, not discrete medical and BH subsets 
  – Healthcare quality projects include assessment of the delivery of collaborative medical 

and BH  services   

   Table 9.5     Health plans’   contribution to integrated care   

 • Commercial and government-sponsored insurers create consolidated medical and BH 
benefi t products 
  – BH services are part of all medical insurance products (carve-out and carve-in 

subcontracts are assimilated into a single medical insurance package) 
  – BH services become a core part of medical benefi ts using a single medical and BH 

insurance number 
  – Medical and BH providers work in a consolidated network 
  – Medical and BH claims are paid using one set of coding and billing procedures, 

regardless of service or setting 
  – Clinical and fi scal performance is measured as “total” population health and  cost   
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       Summary Comment 

 ICM and PICM are specialty programs that will increasingly contribute to health 
improvement and cost reduction for patients with health complexity in the future. 
They, however, do not provide service in isolation. Rather, theirs is a synergy 
between (1) the clinical and non-clinical assistance and support function they per-
form and (2) the clinical services that are directed at evaluation and treatment of 
medical and BH conditions. Unless these two complementary components of care 
work effectively together, the value that either one can produce will be limited. This 
chapter suggests interim and long-term steps to which physicians working with 
ICM and PCIM managers can be substantial contributors.     
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    Chapter 10   
 Physicians’ Contributions to Building 
and Participating in a Population-Based Case 
Management Centers of Excellence                     

             Chapter Objectives 

•     To explore the role of physicians in providing support for and ideas about the 
development and implementation of case management-based population health 
management initiatives that add value to the care of patients with health 
complexity.  

•   To illustrate how physicians can contribute to the creation of Case Management 
Centers of Excellence in integrated care delivery systems, using a lifelike 
scenario.  

•   To provide an example of how case managers and physicians collaborate in the 
process of bringing value to their patients with high need and high cost, to the 
care delivery system in which they work, and to the health system.     

  Value-added case management   has a bright future as a  contributor   to population 
health management. It utilizes trained health professionals to assist and support 
individual patients, identifi ed using aggregate service use data related to an account-
able population, with various levels of health complexity. In successful population 
health management programs, population-based work processes, including case 
management, are designed to achieve improved clinical, functional, and economic 
outcomes [ 1 ] in a  healthcare environment   that often retards, rather than promotes, 
health [ 2 ,  3 ]. 

 Value-added case management is an adjunct to the hard work that physicians do 
in trying to directly improve disease outcomes. It focuses on reversing clinical and 
non-clinical barriers to improvement, the latter of which are considered peripheral 
to  physician-based clinical diagnoses   or the correct application of treatment. Case 
managers support the efforts of physicians by reinforcing patients’ understanding of 
their illnesses, fostering adherence to evaluation and treatment recommendations, 

 “Excellence is to do a common thing in an uncommon way.” 

 —Booker T. Washington 
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improving clinician communication, and other illness-directed activities. When 
attempting to enhance total health outcomes, they also accept responsibility for 
addressing personal, social, and health system (non-illness) challenges that impede 
patients’ abilities to follow through on and/or to get needed care. It is through these 
additional activities that case managers often bring their greatest value to physicians 
and their patients. 

 But where does one start in setting up a comprehensive value-added case man-
agement program and what should be included? This, of course, depends on the 
sponsoring organization, the populations served, regulatory compliance mandates, 
and the defi nitions used to document program success. Too often, case management 
programs are designed to fi ll a parochial need, such as reducing 30-day readmis-
sions, improving satisfaction scores, or complying with regulations to increase rev-
enue, e.g., fulfi lling requirements for participation in ACA section 2703-based care 
coordination for patients with  chronic illness  , while doing little to augment total 
health outcomes. Only occasionally will an organization or health system develop 
proactive value-added case management services with the objective of maximizing 
total health and cost outcomes as a part of their population health management pro-
gram [ 1 ,  4 ,  5 ]. 

 This last chapter in the  Physician’s Guide  provides a glimpse of what the creation 
of Case Management Centers of Excellence in integrated care delivery systems 
might look like, with special emphasis on the physicians’ perspective. Further, it 
suggests the areas in which physicians can play active and important roles in the 
support for and ideas about the successful development and implementation of 
 value-added case management   programs. In many situations, physicians will not be 
those taking primary responsibility for these programs. They, nevertheless, must 
understand them suffi ciently to appreciate what does and does not bring value so that 
they can support programs that lead to better care and outcomes for their patients. 

 While this chapter provides only one scenario among many that could be devel-
oped, it is intended to offer physicians, administrators, and other health practitioners 
a vision of what value-added case management might look like in a clinically inte-
grated network positioning itself as a competitor for population-based health con-
tracts. The scenario is formulated so that the developmental processes used could be 
generalized to other organizations and settings. 

    The Scenario: Why a Case Management Center 
of Excellence? 

 Synda, the  Chief Executive Offi cer (CEO)   of a seven-hospital care delivery system 
in a large East coast city, and Matthew, the Chief Medical Offi cer (CMO) of the 
hospital system and CEO for the associated physician-directed ACO, had been pro-
active in responding to a changing healthcare environment. They worked well 
together. Synda knew that it would be necessary to transition to what the industry 
was calling “value-based” care in order to be a successful healthcare system after 
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full implementation of ACA reforms. She worked well in coordinating the adminis-
trative and financial pieces, while Matthew remained abreast of best practices 
and care transitions that would position Patterson Health Systems and its ACO 
partner, the Patterson Physician Network, to compete for population-based global 
health contracts in the future. 

 In the past 5 years, the two had strategically paired expansion of Patterson’s 
patient-centered medical home (PCMH) footprint with inpatient and outpatient 
Electronic Health Records (EHR) communication capabilities, thus achieving more 
effi cient and less duplicative outpatient care and a 7 % reduction in inpatient admis-
sions for their Medicaid Shared Savings Program (MSSP) and other total risk popu-
lations. They were careful not to transition too rapidly so they could maintain 
fi nancial viability, but they understood that transition was necessary, given the 
increasing prevalence of population-based payment and clinical delivery systems. 

 They had implemented a stepwise approach to migrate from traditional  fee-for- 
service   contracts to population-based global health contracts. This year  global con-
tracts   accounted for 30 % of Patterson’s business. However, their analyses projected 
that greater than 50 % of Patterson’s contracts would be based on global payments 
within 2 years. It was anticipated that over 90 % would be population based within 
7 years, including those for patients covered by commercial insurance. Synda and 
Matthew were well positioned.  Value-added cost-saving services   within the 
Patterson system would be the competitive edge that kept Patterson afl oat. 

 They had no delusions that there would be pain during the transition, including a 
reduction in or redistribution of staff, a lower systemwide inpatient bed comple-
ment, more effi cient (lower cost) specialist and super-specialist contracting, and a 
need for physician education about the ultimate value that would be experienced by 
Patterson patients (culture change). Some of the pain was already felt. Synda and 
Matthew recognized that the new healthcare law of the land, the ACA, was far from 
perfect, but they were dedicated to ensuring that Patterson Health System patients 
experienced individualized healthcare that resulted in the best health and cost out-
comes that population health management could produce. 

 More recent initiatives included (1) several new  clinic-based chronic disease 
management   programs, such as for those with diabetes mellitus, asthma, and con-
gestive heart failure; (2) a wellness program for employees, which expanded to the 
larger Patterson patient population; (3) transitions of care programs for all patients 
discharged from Patterson system hospitals; and (4) the addition of behavioral 
health social workers as part-time onsite contributors to Patterson’s PCMHs.  

    A Deep-Dive Financial Analysis 

 As a part of their preparation for competing in a reformed  healthcare marketplace  , 
Synda and Matthew had taken a deep dive into Patterson’s administrative database. 
Consistent with the national literature, 5 % of Patterson patients used over half of 
what their system was paid for service utilization. Patients at Patterson, of which 
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Bob (Chapters   1     and   2    ), Lokandra (Chapter   3    ), Elina (Chapter   4    ), Johnny (Chapter   5    ), 
and Yolanda and Renaldo (Chapter   7    ) would have been a part, surfaced with condi-
tions that were high cost, diffi cult to treat, and in need of better health (and cost) 
outcomes, i.e., those with  health complexity  . Many patients like those described in 
earlier Chapters falling into this high-risk, high-need group were self-pay or cov-
ered by public program insurance contracts with poor  reimbursement rates  . The 
early Patterson population health management initiatives described previously had 
improved effi ciency and cost for the population as a whole, but this group appeared 
recalcitrant to changes made thus far. 

 Synda and Matthew noted that nearly 75 % of the identifi ed 5 % of high cost 
complicated patients coded positive for a “secondary” behavioral health (BH) con-
dition. Further, the population often received care in the most costly parts of the 
Patterson system, i.e., the emergency room and Patterson’s hospitals. While many 
of the patients were assigned to Patterson’s PCMHs, it was apparent that few used 
them regularly. Those who did tended to be seen in clinics with rotating physicians, 
such as resident physician clinics. Only a small number received what would be 
considered true provider-based care continuity. 

 Additionally, Patterson had historically steered clear of BH service delivery in its 
largely “general medical” system. Patterson had preferred to send its BH patients to 
public sector-dedicated BH programs. Patterson had little experience in coding and 
billing to complicated and completely separate BH payers. Further, its  leadership   
did not want to subject its bottom line to historically marginally solvent health pro-
grams, such as BH inpatient and outpatient care. 

 This meant that Patterson patients often experienced long delays in getting BH care 
or received none due to the magnitude of hassle and frustration associated with the 
public programs. However, until the ACA there was little reason for Patterson to add 
BH services. In fact, poorly treated patients with BH comorbidities increased 
Patterson’s “medical care” profi t margin in the  fee-for-service   practice environment 
since these patients, on average, used twice as many medical healthcare services [ 6 ,  7 ]. 
The ACA changed this dynamic: better management of these same patients was now 
core to Patterson’s fi nancial success. Unless costs for this subset were lowered—80 % 
of which were for medical care—Patterson’s profi tability would be challenged. 

 Synda and Matthew were entering a new world of payment, one in which the total 
cost of care, including BH care, was the responsibility of their ACO. Excess medical 
costs associated with BH comorbidity now affected the bottom line. Unless they 
fi gured out a better way to effectively and effi ciently address BH issues at Patterson 
Health System, they would have diffi culty altering total health outcomes and costs, 
particularly for the 75 % of patients with high utilization and BH comorbidity. 

 Synda and Matthew were exploring ways to bring better BH care into Patterson’s 
medical settings, the location with the greatest potential for improved health and 
cost savings. To date, the majority of BH consultants they approached discussed 
access to existing, or the development of, stand-alone BH services for Patterson’s 
medical patients. These consultants minimized robust epidemiologic studies show-
ing that nearly 80 % of patients with BH issues refused to enter the BH health sector 
for their BH care [ 8 – 11 ]. Thus, 70 % of such patients remained untreated. Of the 
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30 % treated in the medical setting, only one in nine received care that would be 
expected to change clinical outcomes [ 12 ,  13 ]. 

 Recent literature discussing the importance of and strategies for introduction of 
BH services in medical settings as a part of ACO formulation suggested that alter-
natives were available [ 14 ]. Synda and Matthew were looking into these. In the 
meantime, both knew that addressing the  total healthcare   needs of the small percent 
of the population with persistently high healthcare service use, perhaps through 
targeted case management, represented potential low-hanging fruit. 

    Opportunity Knocks 

 Lana, the Chief Nursing Offi cer (CNO) for the Patterson Physician Network, was in 
charge of general assist and support services for the ACO. Allie was the head of 
Social Services for the Network. She supervised the inpatient and emergency room 
 social workers   who provided assessment and support services to hospital clinicians. 
Both Lana and Allie were present at the Patterson executive leadership meeting 
when results of the fi nancial assessment of Patterson’s patients with high service 
utilization were presented. At the meeting, Synda and Matthew expressed openness 
to suggestions that would lead to better  health and cost outcomes  . 

 Lana and Allie had talked with Matthew on several occasions about moving to an 
advanced level of assist and support services at Patterson, but those discussions 
were never relayed to Synda. Current assist and support services, called “ care coor-
dination  ” at Patterson, were not centralized; were delivery location based, e.g., 
mostly inpatient or outpatient; rarely communicated what they were doing; and had 
no longitudinal “total health outcome” measurement component. Lana and Allie’s 
suggestions always seemed to fall on deaf ears. Until now, other Patterson priorities 
had taken precedence. 

 Allie and Lana looked at each other. After many years of helping patients in a 
fragmented medical environment, both were up to date on advances in case 
 management during the last decade. They had discussed how to structure a coordi-
nated value-added program at Patterson if given the opportunity [ 15 – 19 ], and their 
most recent plan was to fi nd the right moment to suggest the development of a Case 
Management Center of Excellence. Leadership had to see a need. They were ready 
with a solution. 

 Now was the time. Lana and Allie approached Synda and Matthew after the pre-
sentation to indicate their readiness to present some innovative suggestions. They 
requested several months’ lead time prior to presentation of a proposal. This would 
allow them time to gather input from Patterson physician leadership and then to 
formalize their draft of a comprehensive case management program into a concrete 
proposal. Between now and their more formal discussion with Synda and Matthew 
that would hopefully lead to an ACO presentation, however, they requested access 
to and the assistance of the  fi nancial staff   who had worked with Synda and Matthew 
in performing their deep dive. The request was granted.   
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    The Case Management Center of Excellence Proposal 

 Lana and Allie were chosen for their positions of  responsibility   because of their 
expertise in nursing and  social services   and for their leadership ability. That they 
were ready to submit a plan when this opportunity arose is a testament to their 
understanding of case management and the organization in which they worked. The 
clinical and  administrative teams   they had built in each of their departments had 
previously contributed to the development of the system-based case management 
draft proposal. 

 Both, however, knew that without buy-in from members of the Patterson 
Physician Network and physician groups that contracted with the Patterson Health 
System, the program they had in mind was unlikely to be adequately supported. For 
this reason, they wanted to set the stage with key physician leaders before their 
meeting with Synda and Matthew. Thus, Lana and Allie’s fi rst step was to provide a 
summary of their previously sketched proposal to physician leadership, get their 
reaction and suggestions, and enlist their support. 

 For the next 6 weeks, they presented the draft proposal and asked for advice from 
the Director of primary care, the Medical Director for the Patterson Physician 
Network, decision makers in adult and pediatric primary care and multispecialty 
clinics, leaders of hospitalist groups in each of the Patterson hospitals, the few BH 
professionals participating in Patterson’s inpatient and outpatient BH programs, 
emergency room Medical Directors and involved personnel, and practitioners ser-
vicing patient needs in post-acute care settings. It was a busy month and a half.  

    Physician Input into the Center of Excellence Proposal 

 The proposal was not a hard sell. Most of the physician leadership recognized the 
need for additional support for high-need, high-cost patients through  care coordina-
tion  . The problem was that there was no consensus among them about what consti-
tuted “care coordination” or how it should be structured. Many seemed to have “pet” 
projects, such as those working in clinics in which selected nurses carried “case man-
ager” designations or specialty clinics with disease management programs, but little 
understanding about the case management work practices required to change out-
comes for patients. Lana and Allie’s presentations/discussions were a mixture of edu-
cation about recent advances in assist and support services and recommended actions 
for the Case Management Center of Excellence at Patterson Health System. 

 Most physicians came around to the rationality of creating a systemwide case 
management inpatient and outpatient program designed to improve patient health 
outcomes and secondarily reduce total service use, especially in patients with health 
complexity. When population  health and fi nancial facts  , uncovered by Synda and 
Matthew, were coupled with concrete value-based case management recommenda-
tions, such as the development of adult and pediatric integrated case management 
(ICM/PICM) for complex patients, it was possible to marshal support from critical 
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physician leadership. Of course, the physicians also provided wise counsel, which 
was incorporated into Lana and Allie’s proposal, such as retaining most components 
of the transitions of care program, maintaining the payer approval service for 
patients at discharge, and coupling existing disease management programs to new 
practices that had greater likelihood of outcome improvement. 

 Physicians were assured that case management changes in the Patterson Health 
System, if approved, would be stepwise. However, it was imperative that new pro-
grams be initiated, at least as pilots, and that existing programs be reviewed for 
value to the Patterson Health System without delay. While all key physicians wanted 
to have a better appreciation for the cost of the case management additions, the 
anticipated infl uence on health outcomes, and the potential effect on their corner of 
care delivery at Patterson, physician decision makers were generally in agreement 
with the direction proposed by Lana and Allie.  

    Center of Excellence Proposal Design 

 After completion of their dialogue with physician leadership, Lana and Allie worked 
together with James, the assigned  fi nancial staff person  , as they reviewed Patterson’s 
assist and support footprint with costs and outcomes. There were multiple discon-
nected adult and pediatric programs at Patterson falling under the general rubric of 
care coordination. Some were clinic based and others were hospital based. Clinic- 
based programs fell into two broad categories. In one version, existing clinic nurses 
would add the title of “case manager” to their already extensive job description. 
They were expected to fi ll spare time with reminder calls to patients about prescrip-
tions or ensuring that they had followed through on specifi c recommended assess-
ments or treatments. Performing these additional  responsibilities   required time and 
effort in an already full day. Occasionally time allowed. 

 The other clinic-based care coordination program included educational and 
adherence support disseminated through Patterson’s many primary care and spe-
cialty clinics for patients with adult and  pediatric chronic medical conditions  , such 
as diabetes, asthma, and heart failure, among others. Each program had its own 
protagonists and delivery approach. Levels of involvement by assist and support 
personnel with patients varied widely based on program objectives, fi nancial sup-
port capabilities, and confl icting clinic responsibilities. All programs were dedi-
cated to providing outpatient assistance. None followed patients into inpatient 
settings, other than occasional reports to inpatient staff. Virtually all targeted spe-
cifi c illness-related activities with little attention directed to patients’ personal, 
social, or health system issues. 

 Hospital-based assist and support programs also fell into several categories. 
Many managers were a part of the care transition program. They made a discrete 
number of timely calls to patients and practitioners after hospital discharge. Calls 
ensured that prescriptions were fi lled, clinical information was transferred to appro-
priate providers, and follow-up appointments were attended. Other managers spent 
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their time obtaining payer approval for post-discharge placement or purchasing 
durable medical equipment (DME). Still other managers, especially social workers, 
performed emergency room and admission assessments to capture information per-
tinent to the patient’s condition from family or other sources. 

 Each brand of manager performed discrete “case” or “benefi t” management 
activities that were time limited, with the intent of fulfi lling specifi c administrative 
or clinical needs. None were targeted specifi cally for patients with health complexity. 
None performed case management assessments, as defi ned by the Case Management 
Standards of Practice, from which individualized care plans could be developed. 
Active involvement in manager-patient interactions typically lasted a week or two, 
though monthly or bimonthly “checkup” calls were commonly recorded to docu-
ment manager productivity. 

 Based on the information shared by Synda and Matthew and their professional 
understanding of new value-based case management models, as well as discussions 
with physician leadership, it was obvious to Lana and Allie that some current assist 
and support activities fi lled Patterson Health System needs and would be retained, 
while others could be enriched both by adding consistent value-added components 
and coordinating these programs with others in Patterson’s system. For instance, 
post-discharge placement and DME authorization procedures should continue in 
order to ensure fi nancial support for  post-acute care  . The care transition program 
had also demonstrated an ROI for Patterson and had put the health system nearer to 
compliance with national readmission standards. In their current confi guration, 
these programs added value. Other programs merely enhanced the patient’s clinical 
experience but did not consistently  incorporate activities   that would change patient 
outcomes or save healthcare resources. 

 From Lana and Allie’s perspectives, the disease management programs, the well-
ness program, and outpatient isolated case management activities would need 
thoughtful reconsideration. Were they adding value? Were there other areas of assis-
tance and support that would bring greater value? 

 Importantly, the current cadre of management services at Patterson was not 
directed specifi cally to improve outcomes in the 5 % of the patient population iden-
tifi ed by Synda and Matthew. Since Patterson provided health services to nearly a 
million people in its geographic area, due to the expense and effort, it was doubtful 
that a fully developed outcome-based case management program would be in the 
cards without evidence for success specifi cally within the Patterson system. Thus, 
Lana and Allie decided to work with James in suggesting a pilot program in selected 
adult and pediatric settings that had the ability to readily document patient-centered 
improvement and the program’s fi nancial performance.  

    The Case Management Center of Excellence Proposal 

 Lana and Allie found the Case Management Center of Excellence draft proposal 
relatively easy to update and fi nalize because both had been working on it for some 
time. Both knew it offered something new for the Patterson Health System. 
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Further, the Patterson Physician Network and other key care providers had provided 
tacit endorsement for the proposal’s core components, pending administrative 
review. The proposal consisted of the following elements:

•    Consolidation of inpatient and outpatient assist and support activities throughout 
the Patterson Health System under a central Patterson Physician Network ACO 
Case Management Service Line.  

•   Deployment of 35 new medical and BH case management professionals (fi ve per 
hospital geographic region) trained in and utilizing the ICM program. In addition 
to their adult training, 6 of the 35 case managers should receive training in pedi-
atric ICM (PICM). All new case managers would address the needs of an identi-
fi ed subpopulation of patients in the health system with the greatest complexity 
and highest service utilization. Further, patients with health complexity would 
have a  single -case manager, regardless of treatment location within the health 
system, for all medical and BH assistance and support necessities.  

•   Continued support for personnel completing insurance authorization procedures 
for all health system patients. To avoid confusion about their role and  responsibili-
ties   compared to the ICM/PICM and other case managers, they would receive new 
titles describing their Patterson contribution, such as “admission and discharge 
authorization specialists.” For complex patients assigned to ICM/PICM case man-
agers, the admission and discharge authorization specialists would  provide discrete 
authorization-related services that complemented the ICM/PICM manager’s work.  

•   Continued support for personnel in the transitions of care program but with the 
new title of “care transition managers.” These personnel would support all health 
system patients transitioning between treatment locations, except those previ-
ously identifi ed who were working with an ICM/PICM case manager.  

•   Continued support for social workers who gather pertinent clinical and non- 
clinical information from second sources at the time of admission and assist with 
discharge preparation for identifi ed health system patients. They would be called 
“inpatient social support professionals.” For the identifi ed subpopulation of com-
plex patients, they would complement the work of the ICM/PICM case managers 
already involved in their care.  

•   Outpatient and inpatient assist and support activities currently available in the 
Patterson Health System, but not mentioned in the core Case Management Center 
of Excellence elements above, would be reviewed by the Patterson Physician 
Network Case Management Service Line leadership team for consistency of 
 value-added services   and connection with other clinical and assist and support 
programs within the system. Special attention would focus on lower-level sup-
port and assist activities, such as patient education, that may be completed using 
technology or disease advocate groups. Adjustments to those programs would be 
made after review and total Service Line formulation.    

 James examined the core elements of Lana and Allie’s Case Management Center 
of Excellence Proposal. From a fi nancial standpoint, the programs required to meet 
Patterson’s contractual and other needs would remain in place, i.e., admission and 
discharge authorization, care transition, and social work support for admissions and 
discharges. For these, there would be no changes in cost associated with keeping 
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services in place. Other existing assist and support programs would be reviewed for 
their value to patients at Patterson. Some would continue and others would be with-
drawn under the direction of the newly formed Case Management Center of Excellence 
Service Line. Changes to these assist and support programs also would be cost neutral, 
but with the potential for savings as programs were redesigned or discontinued. 

 The only new program was the one dedicated to improving outcomes for the 5 % 
of the population identifi ed through Synda and Matthew’s administrative assess-
ment. James knew that the annual revenue for the million patients treated in the 
Patterson system was approximately $3 billion. Currently half of that income was 
associated with Synda and Matthew’s 5 %. They used ten times the number of medi-
cal services that Patterson’s patients as a whole used, i.e., on average $30,000 annu-
ally. To the extent that the program outlined by Lana and Allie could reverse service 
use by only 10 % for the anticipated 7000 patients to receive ICM/PICM services 
(approximately 200 patients annually by each of the 35 case managers), it would be 
possible to reduce service use by $16 million  after  the $4.5 million in program costs 
was subtracted. As global contracts assumed a greater market share, much of this 
revenue from savings would come back to Patterson since the service delivery 
 variable costs of the  fi xed global budget   would decrease for the population served. 
To the extent possible, fi xed costs could also be gradually ratcheted down. For 
instance, beds in several hospitals had already been made “inactive” due to the 
reduction in admissions with early quality programs. Finally, much of the savings 
would come from improved care to patients in public programs or who were self-
pay. These were patients for whom profi t was limited to start. 

 James was on board with the proposal from a risk/opportunity perspective, and 
he shared his fi ndings and impressions with Synda and Matthew prior to their meet-
ing with Lana and Allie. Projections conservatively suggested a potential for 2:1 to 
4:1 ROI in the fi rst year with greater savings thereafter, presuming sustained gains 
in subsequent years for those who completed the ICM/PICM program. Importantly, 
both clinical and economic outcome measurement were built into the ICM/PICM 
program that Lana and Allie were suggesting. Patterson would know the impact of 
program deployment on health and cost outcomes in a timely fashion.  

    Center of Excellence Review and Approval 

 It was well that Lana and Allie involved James and Patterson’s physician leadership 
as they fi nalized their proposal for Patterson Health System. It was 3 months from 
the day that they had heard Synda’s and Matthew’s presentation at the Patterson 
 leadership meeting  . Now the spotlight was theirs. Prior to their presentation, they 
had received signoff from Synda, Matthew, and the ACO’s administration. It was 
now time to sell the program to Patterson’s network of providers. There would be 
dissenters, especially from those providers whose programs had less evidence of 
value and were at risk for replacement, but, in general, Lana and Allie were optimis-
tic about the response they would receive. 
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 Lana and Allie tag teamed during the presentation in which core programmatic 
features were listed and discussed. They were careful to point out the ways in which 
their proposed program balanced the desire for health system value with patient and 
clinician needs. Some components would have higher likelihood of clinical and/or 
fi nancial success than others. Further, they stated that some existing programs would 
receive close scrutiny once a decision had been made to move forward with the Case 
Management Center of Excellence. Some programs may be restructured or replaced. 

 Both were familiar with the arguments against their proposal and discussed each 
major objection in turn. For instance, several providers had expressed the need for 
“total” population case management support, i.e., any who were considered by their 
clinicians to need case management, regardless of level of complexity, should have 
access. To this, Allie shared a fact about case management, i.e., that assist and support 
services were valuable to virtually any patient with any level of health condition, 
including healthy individuals needing encouragement to pursue healthier behaviors. 
She argued that if the program being suggested was applied to the entire population, 
the costs would be exorbitant with minimal gains in health outcomes. Instead, she 
suggested resources should be targeted for those who would receive maximal per-
sonal benefi t. Incidentally, this is also the population that would provide the greatest 
opportunity for Patterson Health System to align with Berwick’s Triple Aim [ 20 ]. 

 Lana addressed another oft-verbalized objection, i.e., that inpatient, emergency 
room, and outpatient assist and support services should be independently managed. 
Traditionally, this had been the way that  care coordination   services had been orga-
nized, and there were differences in desired outcomes in the various settings. To this 
objection, Lana shared the origin of the separation of inpatient and outpatient care 
coordination, i.e., the  fi nancial independence   of hospital and outpatient provider 
services prior to the ACA, and the importance of reconnecting this fragmented 
approach to care assistance and support within an ACO, especially for those with 
health complexity. She pointed out that several of the Center of Excellence proposal 
programs continued to be focused on specifi c delivery locations in the health system, 
such as inpatient social services support. However, recent experience had proven the 
value of assist and support services that linked fragmented health system compo-
nents, such as effective inpatient-outpatient care transition programs [ 19 ,  21 ]. 

 At the end of the Patterson leadership meeting, Synda and Matthew announced 
that Patterson Health System would move forward with the development of a Case 
Management Center of Excellence and its component parts. Concerns that would 
have derailed the proposal had not surfaced. Lana and Allie received a round of 
applause, but both knew that their work was just beginning.  

    The Case Management Center of Excellence 

 Nothing moves rapidly in a health system as large as Patterson, but it was evident 
that the administration and medical leadership considered the Case Management 
Center of Excellence a priority. There, of course, were competing interests, but to 
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delay development of the complexity-based ICM/PICM program with its potential 
contribution to Patterson Health System’s bottom line was folly. Upfront costs, 
though in the millions of dollars, were inconsequential when compared to Patterson 
Health System’s billion-dollar budget and the potential impact of the  new services   
on future profi tability and population-based global contracting competitiveness. 

    Rollout of the Case Management Center of Excellence 

 Within a year, the ICM/PICM program had been deployed at Patterson. Program 
initiation had been mapped on a Gantt chart, implemented by Lana and Allie with 
support from Center of Excellence Service Line team members, and monitored by 
Synda and Matthew. As expected, the change was not without controversy and 
resistance. Lana and Allie started with a systemwide educational program on ICM/
PICM and how its implementation would contribute both to patients and their clini-
cians. During this education program, it became apparent that the system would also 
benefi t from consideration of how BH services were structured at Patterson, espe-
cially since ICM/PICM managers would be accountable for  total health and cost 
outcomes  . As Case Management Center of Excellence services were being devel-
oped, another initiative at Patterson emerged to discover best practices in transition-
ing to a health system with integrated BH services located in medical settings. 

 Few clinicians at Patterson were aware of ICM/PICM, let alone core elements of 
value-based case management. Thus, concurrent with hiring and training qualifi ed 
case managers in ICM/PICM assist and support services, Patterson Physician 
Network physicians and other practitioners contracting with Patterson Health 
System were expected to either participate in a series of webinars on case manage-
ment, including ICM/PICM, or to attend a half-day educational seminar developed 
specifi cally for physicians. Both the webinars and the educational seminar were 
sponsored by Patterson Health System and presented patients in the various forms 
of case management assist and support services within the Patterson family. Both 
focused on the concrete activities of providers and case managers utilizing ICM/
PICM, as well as the potential for improvements in health and economic outcomes 
associated with the programs. Andrea, the respected physician champion from the 
Patterson Physician Network, who was on the Center of Excellence team, engen-
dered acceptance by physicians and other clinicians through her clear description of 
value garnered through physician-case manager collaboration. 

 It took about 6 months to formulate the ICM/PICM case manager job descrip-
tion, to identify the headquarters for administration of the ICM/PICM program, and 
to hire and train a complement of 35 clinicians and their supervisors in ICM/PICM 
principles and practices. By 9 months, the program was well underway. Trained 
ICM/PICM managers were assigned to specifi c regions surrounding Patterson’s 
seven hospitals. All, however, worked with assigned patients regardless of where 
they sought services in the system, i.e., inpatient, outpatient, and  post-acute care  , at 
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all Patterson and non-Patterson hospitals and clinics, and in other locations beyond 
the Patterson system. 

 Consistent with ICM/PICM recommendations, the Patterson Case Management 
Center of Excellence lobbied for and received permission to hire several part-time 
ICM/PICM Medical Directors who would serve as physician “resources” for the 
case managers working with the most diffi cult patients in Patterson’s Health System. 
These included family physicians, internists, psychiatrists, PhD psychologists, and 
pediatricians. The Medical Directors’ role was to oversee the clinical progress of 
patients in ICM/PICM, to support the ICM/PICM managers as they pursued “assist 
to target” ICM/PICM practices, and to participate in the review of patients nearing 
readiness for graduation from ICM/PICM. 

 These ICM/PICM Medical Directors reviewed each ICM/PICM manager’s more 
challenging cases and those potentially ready for discharge on a biweekly basis. 
When needed, they brainstormed about potential next steps with ICM/PICM man-
agers when patients were not achieving expected outcomes, and they were the 
 conduits for discussing possible changes in the care plan with treating physicians. 
This was always tricky since the treating physicians, not the Medical Directors, 
decided on care. Due to the educational sessions for providers within the Patterson 
system, however, most clinicians recognized that discussion with Medical Directors 
in this context was a value add for their patients. They viewed Medical Directors 
essentially as another helpful set of eyes. 

 ICM/PICM Medical Directors were critical contributors to patient outcomes. 
While they were not involved in direct assessment and treatment decisions, they 
assured that the physicians working with this  challenging group   of patients were 
supported in using a “treat to target” approach and that the ICM/PICM managers 
complemented that activity using “assist to target” practices. Of course, the ICM/
PICM adult and pediatric medical and BH physicians who served as Medical 
Directors required additional training in actual ICM/PICM practices and assistance 
techniques. Without their participation, however, even very talented ICM/PICM 
managers would have had limited impact since often third-, fourth-, and fi fth-line 
interventions were necessary to achieve desired health improvement and cost reduc-
tion for this population with challenging health conditions. 

 From a fi nancial standpoint, the pilot ICM/PICM program was intended to target 
Patterson Health System patients covered under population health contracts, such as 
the MSSP and, interestingly, employees covered by Patterson Health System. 
Despite attempts to target these populations, however, it became evident that 
Patterson patients covered through all  contract arrangements  , including fee for ser-
vice, surfaced as candidates for ICM/PICM assistance. Referrals to the ICM/PICM 
program increased as clinicians caring for patients with health complexity became 
familiar with the program and learned how to effectively collaborate with ICM/
PICM managers on behalf of their patients. Unfortunately, because the pilot pro-
gram was small, it was limited in its ability to meet the demand from providers and 
patients. It would only be after program expansion, if fi nances allowed, that clinical 
availability would come closer to the identifi ed need.   
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    The Case Management Center of Excellence Contribution 
to Patient Care 

 Eighteen months after Patterson Health System initiated the Case Management 
Center of Excellence program, outcomes for the program were starting to accumu-
late. By this time, many changes had taken place. Admission and discharge autho-
rization personnel continued to provide similar services as before the Center of 
Excellence, as did inpatient social support professionals, for the majority of admis-
sions to each of Patterson’s hospitals. The wellness program was also largely the 
same, though it now incorporated innovative technology and assumed a greater 
presence as promoters of preventive measures for patients with chronic illnesses. 

 Review of activities by ad hoc outpatient case management programs in various 
clinics suggested that redirecting resources from these programs to the ICM/PICM 
program would lead to greater value. The distinction of “outpatient case manager” 
soon became obsolete. Some of the nurses and  social workers   who previously car-
ried these titles became members of the trained ICM/PICM staff. Patterson’s origi-
nal disease management programs continued but slowly adopted a number of ICM/
PICM principles to increase the value they brought to patients, such as:

•    Adoption of triage procedures to allow prioritized assistance only to patients 
with higher need  

•   Multi-domain complexity barrier identifi cation  
•   Medical and BH care plan assistance procedures  
•   The use of the “assist to target” approach  
•   Predetermined outcome-based case closure practices    

 Changes in the disease management program allowed a reduction in total staff 
assigned and greater impact on health and cost outcomes for those continuing to 
participate. 

 Similar to the disease management program, the transitions of care program 
decreased in size to include only those with the greatest risk for adverse post- 
discharge outcomes. This was possible due in part to the improved inpatient to out-
patient communication using standardized procedures incorporated into the updated 
EHR supported by Synda and Matthew. Isolated incidences of poor communication 
continued to occur, but they were much less frequent. In general, communication 
throughout the system was improved since BH specialists were now using Patterson’s 
medical EHR as they became assimilated into the Patterson Physician Network and 
were integrated into medical settings. 

 It was with the ICM/PICM program that the greatest changes were occurring. 
Initially, physician support for the ICM/PICM program was limited since most phy-
sicians were unfamiliar with ICM/PCIM manager work processes and assistance 
services, despite the mandatory (Patterson Network physicians) or strongly recom-
mended (non-Patterson contracted physicians) educational programs. Lack of phy-
sician understanding of the program necessarily lowered patient recruitment and 
engagement during the early days of deployment. The greatest recruitment occurred 
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with Patterson Network physicians, and especially those taking care of patients 
covered under  population-based global contracts  . 

 Physicians in Patterson’s public program PCMHs and those working as hospital-
ists in their county hospital experienced the most benefi t early on, as they had been 
given individualized attention during the ICM/PICM educational process. Patterson 
Health System wanted to maximize value for these patients since they held the great-
est potential for generating savings by reducing utilization. Indeed, by the end of the 
fi rst 12 months, ICM/PICM managers were trained and their support program 
matured. The practitioners with patients in the program became familiar with breadth 
of pertinent information in the ICM/PICM-CAG, appreciated the assistance their 
patients were receiving as part of shared care plans, and realized improvements in 
 health outcomes   for their patient panels as issues for which they would not have had 
time were addressed through the assistance of the assigned ICM/PICM manager. 

 At fi rst, physicians were neutral to ICM/PICM involvement, thinking that it would 
be another among many time sinks for them. Slowly, however, they watched an 
increasing number of their chronically ill patients with treatment-resistant conditions 
make headway. Not all patients improved since the population was one of the most 
challenging, but it became apparent that something new was happening with this 
subpopulation of patients. From those physicians who experienced improved out-
comes on behalf of their patients, word of mouth led to an increase in referrals to the 
ICM/PICM program. Gradually, the number of physicians willing to endorse and use 
the program increased, including for those outside of the Patterson Physician Network. 

 By 18 months into the program, ICM/PICM manager caseloads were full and 
there was a waiting list. James, under the direction of Synda and Matthew, was in 
the process of completing a pre-post fi nancial analysis on participants. Further, the 
outcomes recorded by ICM/PICM managers for individual patients using the care 
plan measurement tool (CPO) and the record of outcome measurement (PCIP) were 
being compiled in a single database to evaluate total program performance. Since 
Patterson Health System was associated with an academic medical center, a number 
of health service researchers were also interested in the pilot data and the potential 
for the program to mature into a researchable component of medical practice.  

    Comments 

 Of course the scenario described above is fi ctitious. There is no Patterson Health 
System, Synda, Matthew, Lana, or Allie. There are, however, insurance plans, health 
systems, ACOs, government agencies, and employers that are developing assistance 
and support programs, whether they go by the name case management,  care coordi-
nation  , or patient navigation. All stakeholders incorporating these programs are 
interested in capturing better patient health outcomes and reducing costs, but for 
most the work processes and reward systems utilized do not necessarily predict 
either outcome improvement or cost containment. 

 Comments
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 As an alternative, this scenario describes how physicians working with case 
management professionals might envision and construct programs that will improve 
health outcomes for a patient population. Importantly, physicians are not bystanders 
in the process. They are effective partners in the development of  value-added case 
management   programs whose success will necessarily depend on physicians’ clini-
cal and administrative contributions. Case management professionals will be the 
front-line managers and practitioners for assist and support services, but physicians 
will provide guidance particularly for patients with very complex and treatment- 
resistant conditions. 

 In this next era of payments and contracts for the provision of healthcare that is 
based on its value for populations and society, entities such as ACOs will need to 
extend their focus beyond medications and innovative therapies. Furthermore, 
implementing programs that benefi t narrow portions of the population or meet spe-
cifi c payer incentive packages will not maximize potential return for the entire sys-
tem. Instead, ACOs will need to systematically address social and health 
system-related barriers for the small percentage of their accountable population that 
utilizes the greatest proportion of healthcare services, many of whom have behav-
ioral health conditions and suffer signifi cant social disadvantage. 

 Case management is an evidence-based method for helping patients overcome 
these impediments to health improvement. ICM/PICM offers the additional benefi t 
of including behavioral health, social factors, and health system factors, in addition 
to the traditional biomedical conditions, all in one package. It also focuses on rela-
tionships between managers, providers, and patients to encourage engagement with 
the health system and provides a systematic method for identifying major barriers 
to improvement, actions to overcome them, and measurement of health and  eco-
nomic outcomes  . Thus ICM/PICM is a case management paradigm designed spe-
cifi cally for incorporation into ACOs to meet the demands of demonstrating 
improvement of the health of populations while also lowering costs. Ultimately, by 
aligning these goals of the health system with the needs and desires of patients, the 
Triple Aim may be realized and the unsustainable fi nancial path of the current 
healthcare system will be rectifi ed. At the end of the day, the most important reason 
for Patterson adopting ICM/PICM is that patients like Bob, Lokandra, Elina, Johnny, 
Yolanda, and Renaldo will be better served and have better outcomes. And that, to 
borrow the phrase, “is priceless.”     
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                         Appendix 1:   Integrated Case Management 
(ICM) Algorithmic Triage Strategies   

 Note: Triggering processes are generally not necessary for low-intensity assistance 
and support programs since the populations are defi ned by the targeted assistance 
being given. For instance, discharge management, also called transitions of care, is 
automatically triggered by a discharge from an inpatient facility. Likewise, wellness 
programs are designed to assist every member of a given population, although some 
may target only those with unhealthy behaviors identifi ed by a health risk assess-
ment. In most low-intensity assist and support programs, triage is largely performed 
using non-time-consuming standardized workfl ows. 

 Medium-intensity assistance and support, also called case management, pro-
grams can have simple triggering processes, such as anyone found to have a coded 
diagnosis of a targeted illness, such as diabetes mellitus or congestive heart failure. 
Disease management programs commonly use this type of case triggering. 
Condition-specifi c code-based triggering can be effi ciently performed through a 
patient registry or by servicing the needs only of patients in disease-specifi c clinical 
settings. Sometimes, however, there is a desire to provide support only for those 
with evidence of poor control or who are at risk for poor outcomes. In these situa-
tions, simple laboratory tests, such as HbA1c for patients with diabetes; level of 
illness documentation procedures, such as an FEV1 for patients with chronic 
obstructive lung disease; evidence of nonstandard illness improvement, such as dis-
ability guidelines for employees recovering from common non-work-related ill-
nesses; etc. may be used to identify a discrete subset. 

 High-intensity programs, such as complex case management or integrated case 
management, are designed to deliver relationship-based, longitudinal case manage-
ment across treatment platforms. They are time-consuming and costly, but these 
types of case management have the greatest potential to bring clinical and economic 
value. Thus, it is essential that a systematic triage process be developed. This will 
prevent complex case managers from inappropriately devoting time to patients with 
less potential for value-added outcomes. 

 Triggering mechanisms for patients in these programs can be more challenging 
and will vary depending on the target complexity of the case management program; 
the availability of tools to uncover management candidates; the number of 
 anticipated managers available to manage a complex patient population; and the 
goals of the organization doing the management. Regardless of these issues, trigger-
ing processes are necessary and should uncover candidates for complex and inte-
grated complex case management as precisely and effi ciently as possible, so that the 
majority of case manager time is spent in management and not in triage. Triage is a 
necessary and potentially time-consuming procedure that has limited intrinsic value 
in terms of altering outcomes for patients/members. 
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 For this reason, we provide a strategy for algorithmic triage designed to quickly 
uncover and prioritize patients/members for case management inclusion while mini-
mizing the “person time” needed to identify high-risk case management candidates:

    I.    Algorithmic complex and integrated complex case management database triage 
system* identifying candidates for case management using claims data [a late 
identifi er], care delivery system information systems, and/or clinical electronic 
health record data registries:

    A.    Step 1: Create a weekly or biweekly database feed that prioritizes patients/
members with all three of the following risk components:

    1.    More than two chronic medical conditions, e.g., migraines, brain injury, 
diabetes, renal failure, and back pain, or more than one chronic BH condi-
tion including at least one serious BH illness, e.g., autism, schizophrenia, 
type I bipolar affective disorder, eating disorder, substance dependence, 
and unipolar depression   

   2.    Medical, BH, and pharmacy claims greater than $3000 per month in the 
last 6 months or total annual healthcare costs of >$30,000   

   3.    Concurrent  active  physical  and  BH conditions (includes insuffi ciently 
explained or non-resolving pain complaints)       

   B.    Step 2: For those with all three of Step 1 risk factors, prioritize for inclusion 
in complex case management based on the additional presence of two of the 
following (if an insuffi cient number of patients is uncovered for case manage-
ment who have all three risk factors in Step 1, conduct Step 2 using those with 
two Step 1 risk factors):

    1.    One hospitalization or more than three emergency room visits in the previ-
ous 3 months   

   2.     Greater than  seven regularly taken discrete medications during the previ-
ous month   

   3.     Greater than  fi ve treating practitioners actively involved in the patient’s 
care for the previous 2 months (can be unrelated conditions)       

   C.    Step 3: Prioritize those for enrollment with three risk factors identifi ed in Step 
1 and three in Step 2. Do not spend time trying to pick the “best” patient/
member, just start enrolling those that can be contacted, indicate willingness 
to consider trying new health improvement measures, and agree to partici-
pate. If case management slots remain, then choose patients with three risk 
factors identifi ed in Step 1 and two in Step 2 for participation, etc.         

 *Note: To make the number of identifi ed patients appropriate for case management 
participation closer to the number of case manager slots available, algorithmic cut 
points, e.g., claims dollar amounts, number of ER visits, total number of physicians, 
etc., can be adjusted up or down based on experience with the number of patients 
identifi ed from a given population. Algorithms need to be adjusted to special needs 
for children/adolescents. When case manager slots are not available, then lists 
should not be reviewed to identify new patients.

Appendix 1: Integrated Case Management (ICM) Algorithmic Triage Strategies



233

    II.    Direct clinician team inpatient or outpatient complex case management candi-
date identifi cation:

    A.    Step 1: Clinician team participates in a weekly or biweekly case review that 
prioritizes patients with all three of the following risk components:

    1.    More than two chronic medical conditions, e.g., migraines, brain injury, 
diabetes, renal failure, and back pain, or more than one chronic BH condi-
tion including at least one serious BH illness, e.g., autism, schizophrenia, 
type I bipolar affective disorder, eating disorder, substance dependence, 
and unipolar depression   

   2.    More than three outpatient clinic visits or one emergency room visit per month 
for 3 months or 2 or more inpatient admissions in the previous 4 months   

   3.    Concurrent  active  physical  and  BH conditions (includes insuffi ciently 
explained or non-resolving pain complaints)       

   B.    Step 2: For those with all three of Step 1 risk factors, prioritize for inclusion 
in complex case management based on the additional presence of two of the 
following (if an insuffi cient number of patients is uncovered for case man-
agement who have all three risk factors in Step 1, conduct Step 2 using those 
with two Step 1 risk factors):

    1.    Unresolved pain symptoms requiring escalating does of pain medications 
or chronic narcotic use   

   2.     Greater than  seven regularly taken discrete medications during the previ-
ous month   

   3.     Greater than  fi ve treating practitioners actively involved in the patient’s 
care for the last 2 months (can be unrelated conditions)       

   C.    Step 3: Prioritize those for enrollment with three risk factors identifi ed in 
Step 1 and three in Step 2. Programs can elect to pick patients perceived a 
“challenging” by clinicians fi rst; otherwise, do not spend time trying to 
choose the “best” patient/member, just enroll the fi rst that can be contacted, 
indicates willingness to consider trying new health improvement measures, 
and agrees to participate. If case management slots remain, then choose 
patients with three risk factors identifi ed in Step 1 and two in Step 2 for par-
ticipation, etc.         

 *Note: To make the number of identifi ed patients appropriate for case management 
participation closer to the number of case manager slots available, algorithmic cut 
points, e.g., claims dollar amounts, number of ER visits, total number of physicians, 
etc., can be adjusted up or down based on experience with the number of patients 
identifi ed from a given population. Algorithms need to be adjusted to special needs 
for children/adolescents. When case manager slots are not available, then cases 
should not be reviewed. 

 Used with permission from The Integrated Case Management Manual: Assisting 
Complex Patients Regain Physical and Mental Health by Kathol RG, Perez R, 
Cohen JS, 2010, Springer Publishing Company. Copyright 2010 by Springer 
Publishing Company.   
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    Appendix 2: Adult Integrated Case 
Management-Complexity Assessment Grid 
(ICM-CAG) Variables and Their Clinical 
Anchor Points 

 The Integrated Case Management-Complexity Assessment Grid (ICM-CAG) evalu-
ates complexity in adults. It provides the ICM manager with a rapid yet comprehen-
sive assessment of adults presenting for healthcare that can be used (1) to identify 
patient needs, (2) to initiate individual care plan development, and (3) to support 
stabilization and/or return patients to a higher level of health through case manage-
ment activities. The ICM-CAG adopts a life-span perspective in the assessment of 
barriers to improvement within the concept of health complexity. The instrument 
was developed to uncover actionable circumstances related to historical/develop-
mental antecedents, current life situation, and anticipated future vulnerabilities. 
 “Vulnerabilities” in the context of the ICM-CAG specifi cally relates to the risk of 
barrier persistence and/or worsening domain specifi c problems in the future if indi-
vidualized care through ICM is withdrawn.  

    Instructions for  Scoring Items   (Table  A2.1 ) 

        1.    Health complexity is defi ned as interference with the achievement of expected or 
desired health and cost outcomes due to the interaction of biological, psychologi-
cal, social, and health system factors when patients are exposed to standard care 
delivered by their doctors. Health complexity requires a shift from standard care 
to individualized care (case management) in order for patients to overcome bar-
riers to improvement. Each complexity item (also called a “cell”) on the ICM- 
CAG is rated using four anchor points in a Likert-type scale. Each anchor point 
is designed to refl ect a level of need, which in turn leads to specifi c actions to be 
taken by the ICM manager on behalf of the patient. 

 Whenever a variable is rated, in addition to the clinical anchor points as 
defi ned below, one should keep the following question in mind: “Will the situa-
tion recorded for this complexity item interfere with health outcomes if standard 
medical care is given?” Another important consideration, particularly when 
there is debate between two anchor point levels for an individual item, e.g., 
 scoring a “1” vs. a “2” or a “2” vs. a “3,” is to consider the immediacy of need 
for action on behalf of the patient. The time frame for action can inform the fi nal 
decision.   
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   2.    All “historical” variables refer to the last 5 years. The two exceptions are the 
cells labeled “Mental health history” and “Access to care.” Mental health history 
(HP2) relates to the patient’s entire life and Access to care (HHS1) relates to the 
preceding 6 months.   

   3.    All “current” variables refer to the 30-day period prior to the date that the 
ICM- CAG assessment is completed.   

   4.    All “vulnerability” variables refer to the 3- to 6-month period after the date that 
the ICM-CAG assessment is completed, based on the difference from an esti-
mate of the natural history of the patient’s health state when given standard 
medical care.   

   5.    Actions corresponding to anchor point scores are as follows: “0,” no action; “1,” 
need for monitoring and/or prevention; “2,” need for intervention plan and action 
 soon ; and “3,” need for  immediate  intervention plan and action.   

   6.    Several cells in the complexity grid contain more than one content component 
that could be creating barriers to improvement, e.g., symptom severity  or  
impairment in CB1, diagnostic  or  therapeutic challenge in CB2, etc. When 
 scoring   each item, the content component with the greatest potential for creat-
ing a barrier to improvement should direct the score, rather than the “average” 
of the item components. For instance, for Coordination of care (CHS2), if 
there were excellent communication between a family physician and a patient’s 
surgeon but no attempt by the family physician to fi nd and/or communicate 
with a needed mental health specialist for the same patient, the anchor point 
score would be “3.”      

     Biological Domain   

 Items in the biological domain address how factors associated with physical condi-
tions and their symptoms create barriers to a patient’s optimal health. 

 In all situations except anchor point “3” for Diagnostic/therapeutic challenge 
(CB2), these items refer specifi cally to physical health issues. For CB2, anchor 
point “3” includes the potential for nonphysical factors, such as a mental health 
contributor to physical symptoms, need for cross-disciplinary mental health treat-
ment to effect physical health improvement, aversion to Western medicine treat-
ment techniques based on ethnic or cultural factors, etc. to contribute to complexity. 
This is a common source of anchor point scoring confusion. Unless these  nonphysical 
health issues are effectively addressed, improvement in the biological domain cannot 
be expected (Table   A2.2  ).

Appendix 2: Adult Integrated Case Management-Complexity Assessment Grid…
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        Psychological Domain   

 Items in the psychological domain address how factors associated with health behav-
iors, coping styles, and behavioral health conditions,  which includes mental health 
and substance use disorders , create barriers to a patient’s optimal health (Table  A2.3 ).

       Social Domain 

 Items in the social domain address how relationships; social connectedness and sup-
port; living arrangements; and function in a community, in the job setting, and with 
coworkers create barriers to a patient’s optimal health (Table  A2.4 ).

   Table A2.2     Biological domain     

  HB1    Chronicity  
 0  Less than 3 months of physical symptoms/dysfunction; acute health condition 
 1  More than 3 months of physical symptoms/dysfunction or several periods of less than 

3 months 
 2  A chronic disease 
 3  Several chronic diseases 

  HB2    Diagnostic dilemma  
 0  No period of diagnostic complexity 
 1  Diagnosis was clarifi ed quickly 
 2  Diagnostic dilemma solved but only with considerable diagnostic effort 
 3  Diagnostic dilemma not solved despite considerable diagnostic effort 

  CB1    Symptom severity/impairment  
 0  No physical symptoms or symptoms resolve without treatment 
 1  Mild symptoms and/or interference with current functioning 
 2  Moderate symptoms and/or impaired current functioning 
 3  Severe symptoms and/or inability to perform many functional activities 

  CB2    Diagnostic/therapeutic challenge  
 0  Clear diagnoses and/or uncomplicated treatments 
 1  Clear differential diagnoses and/or diagnoses expected with clear treatments 
 2  Diffi cult to diagnose and/or treat; physical cause/origin and treatment expected 
 3  Diffi cult to diagnose and/or treat; other issues than physical causes interfering with 

diagnostic and therapeutic process 
  VB    Complications and life threat  

 0  Little or no risk of premature physical complications or limitations in activities of daily 
living 

 1  Mild risk of premature physical complications or limitations in activities of daily living 
 2  Moderate risk of premature physical complications or permanent and/or substantial 

limitations of activities in daily living 
 3  Severe risk of physical complications and/or serious permanent functional defi cits 

and/or dying 
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       Health System Domain   

 Items in the health system domain address how access, availability, and coordina-
tion of care, as well as the patient’s experiences with their providers, create barriers 
to the patient’s optimal health. 

   Table A2.3     Psychological domain     

  HP1    Coping with stress  
 0  Ability to manage stresses/life and health circumstances, such as through support 

seeking or hobbies 
 1  Restricted coping/problem solving skills, such as a need for control, illness denial, or 

irritability 
 2  Impaired coping/problem solving skills, such as nonproductive complaining or 

substance  abuse  but without serious impact on medical condition, mental health, or 
social situation 

 3  Minimal coping/problem solving skills, manifest by destructive behaviors, such as 
substance  dependence , psychiatric illness, self-mutilation, or attempted suicide 

  HP2    Behavioral health history  
 0  No history of behavioral health problems or conditions 
 1  Behavioral health problems or conditions, but resolved or without clear effects on daily 

function 
 2  Behavioral health conditions with clear effects on daily function, needing therapy, 

medication, day treatment, partial program, and so forth 
 3  Psychiatric admission and/or persistent effects on daily function 

  CP1    Treatment adherence  
 0  Interested in receiving treatment and willing to cooperate actively 
 1  Some ambivalence though willing to cooperate with treatment 
 2  Considerable resistance with non-adherence; hostility or indifference toward healthcare 

professionals and/or treatments 
 3  Active resistance to important medical care 

  CP2    Mental health symptoms  
 0  No mental health symptoms 
 1  Mild mental health symptoms, such as problems with concentration or feeling tense, 

which do not interfere with current functioning 
 2  Moderate mental health symptoms, such as anxiety, depression, or mild cognitive 

impairment, which interfere with current functioning 
 3  Severe psychiatric symptoms and/or behavioral disturbances, such as violence, 

self-infl icted harm, delirium, criminal behavior, psychosis, or mania 
  VP    Behavioral health threat  

 0  No mental health concerns 
 1  Mild risk of worsening due to poor coping or mental health  symptoms , such as anxiety, 

feeling blue, substance abuse, or cognitive disturbance with limited impact on function; 
mild risk of treatment resistance (ambivalence) 

 2  Moderate risk of impaired coping or behavioral health  disorder  requiring additional 
mental healthcare; moderate risk of treatment resistance 

 3  Severe risk of problems due to poor coping or psychiatric disorder requiring frequent 
emergency room visits and/or hospital admissions; risk of treatment refusal for serious 
disorder 
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 Some fi nd the distinction between Access to care (HHS1) and Getting needed 
services (CHS1) confusing (Table   A2.5  ). HHS1 is intended to assess whether ser-
vices have been available to patients for their health problems during the last 6 
months. For instance, even if patients live in a clinician-rich community, they may 
still have had little access if they have no insurance or speak a foreign language 
when there are no interpreters. Access to care limitations under HHS1 is not 
restricted to practitioners. For instance, if patients are underinsured, medications, 
medical devices, and ancillary treatments, such as physical therapy, may become 

   Table A2.4     Social domain     

  HS1    Job and leisure  
 0  A job (including housekeeping, retirement, studying) and having leisure activities 
 1  A job (including housekeeping, retirement, studying) without leisure activities 
 2  Unemployed now and for at least 6 months with leisure activities 
 3  Unemployed now and for at least 6 months without leisure activities 

  HS2    Relationships  
 0  No social disruption 
 1  Mild social dysfunction; interpersonal problems 
 2  Moderate social dysfunction, such as inability to initiate or maintain social relations 
 3  Severe social dysfunction, such as involvement in disruptive social relations or social 

isolation 
  CS1    Residential stability  

 0  Stable housing; fully capable of independent living 
 1  Stable housing with support of others, e.g., family, home care, or an institutional setting 
 2  Unstable housing, e.g., no support at home or living in a shelter; change of current living 

situation is required 
 3  No current satisfactory housing, e.g., transient housing or dangerous environment; 

immediate change is necessary 
  CS2    Social support  

 0  Assistance readily available from family, friends, and/or acquaintances, such as work 
colleagues, at all times 

 1  Assistance generally available from family, friends, and/or acquaintances, such as work 
colleagues, but possible delays 

 2  Limited assistance available from family, friends, and/or acquaintances, such as work 
colleagues 

 3  No assistance readily available from family, friends, and/or acquaintances, such as work 
colleagues, at any time 

  VS    Social vulnerability  
 0  No risk of need for changes in the living situation; social relationships and support or 

employment 
 1  Mild risk of need for changes in the living situation, e.g., home healthcare, social 

relationships and support, or employment 
 2  Risk of need for social augmentation/support, fi nancial/employment assistance, or living 

situation change in the foreseeable future 
 3  Risk of need for social augmentation/support, fi nancial/employment assistance, or living 

situation change now 
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out-of-pocket expenses that often are beyond the patient’s ability to pay. Thus, they 
are essentially inaccessible. CHS1, on the other hand, assesses the current facility 
with which the patient can attend appointments with one or more practitioners and 
access needed health services through referral, as well as other service delivery 

   Table A2.5     Health system domain     

  HHS1    Access to care  
 0  Adequate access to care 
 1  Some limitations in access to care due to fi nancial/insurance problems, geographic 

reasons, family issues, language, or cultural barriers 
 2  Diffi culties in accessing care due to fi nancial/insurance problems, geographic 

reasons, family issues, language, or cultural barriers 
 3  No adequate access to care due to fi nancial/insurance problems, geographic reasons, 

family issues, language, or cultural barriers 
  HHS2    Treatment experience  

 0  No problems with healthcare professionals 
 1  Negative experience with healthcare professionals (patient or relatives) 
 2  Dissatisfaction or distrust of doctors; multiple providers for the same health problem; 

trouble keeping consistent and/or preferred provider(s) 
 3  Repeated major confl icts with or distrust of doctors, frequent emergency room visits 

or involuntary psychiatric admissions, forced to stay with undesirable provider due to 
cost, provider network options, or other reasons 

  CHS1    Getting needed services  
 0  Easily available treating practitioners and healthcare settings (general medical or 

mental healthcare); money for medications and medical equipment 
 1  Some diffi culties in getting to appointments or needed services 
 2  Routine diffi culties in coordinating and/or getting to appointments or needed services 
 3  Inability to coordinate and/or get to appointments or needed services 

  CHS2    Coordination of care  
 0  Complete practitioner communication with good coordination of care 
 1  Limited practitioner communication and coordination of care; primary care physician 

coordinates medical and behavioral health services 
 2  Poor communication and coordination of care among practitioners; no routine 

primary care physician 
 3  No communication and coordination of care among practitioners; primary emergency 

room use to meet non-emergent health needs 
  VHS    Health system impediments  

 0  No risk of impediments to coordinated physical and behavioral healthcare 
 1  Mild risk of impediments to care, e.g., insurance restrictions, distant service access, 

limited provider communication, and/or care coordination 
 2  Moderate risk of impediments to care, e.g., potential insurance loss, inconsistent 

practitioners, communication barriers, poor care coordination 
 3  Severe risk of impediments to care, e.g., little or no insurance, resistance to 

communication, and/or disruptive work processes that lead to poor coordination 

  Used with permission from The Integrated Case Management Manual: Assisting Complex Patients 
Regain Physical and Mental Health by Kathol RG, Perez R, Cohen JS, 2010, Springer Publishing 
Company. Copyright 2010 by Springer Publishing Company  
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level challenges in getting needed services. For instance, if a patient has limited 
 transportation capabilities and/or no phone, it may become logistically impossible 
to attend appointments or to call in medication refi lls.

   Lack of Coordination of care (CHS2) is a major contributor to persistent health 
complexity. In order for coordination among clinicians to occur, it is necessary for 
those involved in a patient’s treatment to know who else is giving care and for what. 
While this is most often thought of in terms of direct written and/or verbal commu-
nication among practitioners, it also, and importantly, includes access by all provid-
ers to a patient’s health records that document assessments and treatment. This is 
particularly important in patients who have both physical and behavioral health 
contributors to complexity since general medical and behavioral health record sys-
tems are often disconnected. Record sharing is also a problem when patients transi-
tion from outpatient to inpatient care and vice versa. If noncommunicating health 
record systems contribute to a lack of awareness by any of the practitioners about 
contributing health problems and/or treatments, then this would infl uence higher 
anchor point scores for CHS2.    
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    Question 1 

    Content Area: General Life Situation 

 “Is it okay to ask some questions to get to know you better before we focus on your 
current health situation?” 

  If okay , “Can you tell me a little about yourself, such as where you live, who you 
live with, how you spend your days, and what your hobbies and interests are?” 

  If not okay, use motivational interviewing skills to attempt to fi nd out why and 
help the person see the value to them through participation. 

  Follow-Up Questions 

   (The case manager can fi ll these in later if there is reticence to divulge personal 
information at this point):    

    1.1.    “What kind of job do you have?”   
   1.2.    “Can you tell me about your fi nancial situation/pressures?”   
   1.3.    “Do you require assistance in getting out of the house?”   
   1.4.    “Who helps you when a crisis arises?”   
   1.5.    “Who are your friends?”   
   1.6.    “How do you spend your free time?”   
   1.7.    “Do you help take care of others, for example, family, a friend?”    

       Question 2 

    Content Area: Physical Health 

 “How is your  (name main medical illness)  affecting you today?”

  Follow-Up Questions 

   2.1.    “Have you had (other) physical problems or long-term conditions or illnesses?”   
   2.2.    “Were these diffi cult to diagnose?”   
   2.3.    “Are medical assessments underway?”   
   2.4.    “ Are you on any medications and do you have trouble getting those 

medications? ”   
   2.5.    “What other kind of treatments have you received?”   
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   2.6.    “How have the treatments worked?”   
   2.7.    “Have you had diffi culty following through on recommended physical health 

treatments?”   
   2.8.    “Do physical symptoms interfere with doing the things you like to do?”    

       Question 3 

    Content Area: Emotional Health 

 “How do you feel emotionally, such as being worried, tense, sad, or forgetful?”

  Follow-Up Questions 

   3.1.    “Has your physical health situation affected your emotions (or your 
memory)?”   

   3.2.    “Have you had emotional or behavioral problems in the past?”   
   3.3.    “Have mental health issues required treatment or hospitalization, such as for 

depression, anxiety, confusion, substance use, or memory problems?”   
   3.4.    “What kinds of treatments have you received and from whom?”   
   3.5.    “Have you had diffi culty in following through with your mental health 

treatments?”   
   3.6.    “What kind of treatment are you receiving now?”   
   3.7.    “Has treatment been helpful?”   
   3.8.    “Do emotional factors interfere with doing the things you like to do?”       

    Question 4 

    Content Area: Interaction with Treating Practitioners 

 “Can you tell me who you see for your health problems?”

  Follow-Up Questions 

   4.1.    “Primary care physician/nurse practitioner?”   
   4.2.    “Medical specialists?”   
   4.3.    “Mental health or substance use disorder providers, such as psychiatrists, 

psychologists, social workers, nurses, counselors, etc.?”   
   4.4.    “Other providers, such as chiropractors, naturopath, church counselor, etc.?”   
   4.5.    “Can you tell me how you get along with your doctors?”   
   4.6.    “How do those giving you care communicate with each other and coordinate 

your treatment?”   
   4.7.    “How do your providers share their notes about your conditions and treat-

ments (medical and behavioral; inpatient and outpatient)?”   
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   4.8.    “Do you have diffi culty talking with them?”   
   4.9.    “Are their offi ces near each other and easy to get to?”   
   4.10.    “Have you had confl icts or disagreements with any of your doctors/providers, 

your hospital/clinic, or your insurance company that have led to bad feelings 
or mistrust?”    

       Question 5 

    Content Area: Health System Issues 

 “Can you tell me whether you have diffi culty in getting the healthcare you need?”

  Follow-Up Questions 

   5.1.    “What type of medical insurance do you have and does it cover the services 
you need?”   

   5.2.    “Tell me about restrictions you have in fi nding needed doctors for your health 
conditions (specialists, primary care, behavioral health)?”   

   5.3.    “How far apart are the clinics you go to for your medical, mental health, or 
substance use disorder treatment?”   

   5.4.    “Tell me how you pay for your (1) medical, (2) mental health, and (3) substance 
use disorder care?”   

   5.5.    “How far do you live from the medical and behavioral health clinics and 
practitioners you need to improve (control) your health?”   

   5.6.    “How do you assure a translator or someone from your culture can assist with 
health needs?”   

   5.7.    “How much do you pay out of pocket for medications, needed tests, co-pays 
for appointments and hospital costs, needed medical equipment/devices, etc.?”   

   5.8.    “What kind of transportation do you use to get to your appointments?”   
   5.9.    “How long do you have to wait to get an appointment for each kind of care you 

need?”       

    Question 6 

    Content Area: More “Sensitive” Personal Information 

 “What kind of person are you, such as outgoing, suspicious, tense, or optimistic?”

  Follow-Up Questions 

   6.1.    “Do you smoke, use tobacco products, or e-cigarettes?”   
   6.2.    “On average, how many alcoholic beverages do you drink a day (week), such 

as glasses of wine, beers, etc.?”   
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   6.3.    “Do you use painkillers: how often, how long, more often than prescribed?”   
   6.4.    “Do you use cocaine, marijuana, or other recreational drugs?”   
   6.5.    “Have you ever been treated for substance abuse problems?”   
   6.6.    “How do you handle diffi cult situations?” 

 (Alcohol or drug use; become talkative or silent; or procrastinate?)   
   6.7.    “What are your biggest health concerns at this time?”       

    Question 7 

    Content Area: Additional Information from Patient 

 “What things did I not ask about that you think are important?”   

    Patient Goals 

    Content Area: Establishing Patient Goals 

    “During the next 1–3 months, what about your health? Would you like to have under 
better control ( clinical ), such as have less foot pain, have no asthma attacks for a 
solid month, etc.?”  

  “What would you like to be able to do that you can’t do now ( functional ), such as 
attend church regularly, participate in family events, return to work, etc.?”     

    Content Area: Establishing Patient’s Satisfaction 
with Healthcare 

    “During the last several months, how satisfi ed are you with the healthcare you have 
received?” (usually documented on a visual analogue scale from 1 to 10)     

    Content Area: Establishing Patient’s Current Quality of Life 

    “During the last week, how many days did you feel well?” (documented by indicat-
ing the number of days out of seven that the patient was healthy )       
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  Elina is a 34-year-old female with a long history of multiple medical problems. She 
came to the attention of the case management program because one of her new 
specialist physicians was requesting health plan approval for an exploratory lapa-
rotomy in an attempt to identify the cause of the Elina’s long-standing abdominal 
pain. During the past 5 years, she had received three upper and lower endoscopies 
and undergone fi ve abdominal computed tomographies and three magnetic reso-
nance studies, two gallbladder radionuclide (HIDA) scans, and four pelvic ultra-
sounds. The most recent procedure had been an abdominal angiogram, which 
revealed no identifi able pathology but was associated with an inguinal bleed that 
required a 3-week hospitalization to stabilize. She had been tried on numerous med-
ication trials, often with initial but unsustained success. Abdominal exploration had 
been tried unsuccessfully 7 years previously but Elina’s doctors had no other sug-
gestions. Their only alternative was to continue narcotic analgesics at relatively 
high doses with no real objective reason.  

 (Elina’s health plan utilization management Medical Director, who had been 
contacted to approve Elina’s additional surgery, directly transferred Elina to an ICM 
manager. There was a small window of opportunity to review Elina’s claims records 
prior to talking with the member. It revealed the information above. Average claims 
costs over the last 5 years were approximately $15,000 per member per month 
(PMPM), $176,000 per year. Information was gathered over two interviews with a 
total time of 1 h 30 min. There were lots of anecdotes. Elina likes to talk.) 

    Question 1 

 “Can you tell me about yourself, e.g., where you live, who you live with, how you 
spend your days, and what your hobbies and interests are?” (general life situation)

  Notes 

•   Mother of three children (James 14, Ruth 10, Ruby 2)  
•   Housewife; worked part time as a salesperson for local manufacturer  
•   Lives with husband and children  
•   Family income in high six fi gures; owns home  
•   Active in parent-teacher organization (PTO)  
•   Volunteers at food bank  
•   Golfs, gardens, reads  
•   Trouble balancing work and family (wishes she didn’t have to work)  
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•   Frequent disability days at work due to weakness and fatigue prior to long-term 
disability (9 months) which is being contested by social security disability (wor-
ried, bad vibes)  

•   Husband supportive but has own life/interests  
•   “Great” sex life  
•   Parents live 50 miles away  
•   No obligations outside of family     

    Question 2 

 “Tell me how your health problems have been affecting your life?” (physical health)

  Notes 

•   Stomach problems since age 18, always sick.  
•   Chronic problems—hypertension and obesity (fi broids, accessory spleen).  
•   Symptoms—abdominal pain, but also bloating, heartburn, fl atulence, food intol-

erances, alternating diarrhea and constipation, and bleeding per rectum.  
•   Many procedures, surgeries, and treatments (see last 5 years in summary) with 

short-term improvement but nothing lasts.  
•   Hospitalized at least three times a year for the past 5 years for primary symptoms 

or complications from evaluations or treatment.  
•   Also regularly seen for muscle aches, fatigue, weakness, dizziness, menstrual 

irregularities, joint pain, painful urination, cough, and visual blurring.  
•   Several ER visits when unresponsive to her surroundings after a “fi t.”  
•   Doctors are puzzled by symptoms, can’t fi nd reasons, and resist doing tests and 

giving treatments.  
•   Many regular drugs: daily pregabalin (Lyrica—fi bromyalgia), divalproex 

(Depakote—“spells” and headaches), hydrocodone/acetaminophen (Vicodin 
ES—abdominal pain, headaches, muscle and joint pain), orphenadrine 
(Norfl ex—muscle pain, leg cramps), famotidine (Pepcid AC Maximum 
Strength—heartburn), hyoscyamine (Levbid—GI spasm), oxybutynin 
(Ditropan—incontinence), and nafarelin (Synarel—endometriosis); at least 25 
pill bottles in home medicine cabinets, which either didn’t work or are used 
occasionally.  

•   Health problems affect work and attending her kids’ school activities.  
•   Husband tired of health complaints, no longer listens but just says “get it fi xed.”     

    Questions 3 

 “Have your health problems affected your emotions, caused you to become discour-
aged or sad?” (emotional health)
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  Notes 

•   Psychiatric assessment encouraged by doctors many times (never followed 
through).  

•   No diagnosed mental conditions or treatment.  
•   PCP prescriptions for antianxiety or antidepressant medications either not fi lled 

or meds taken for only a short time.  
•   Sees a counselor (pastor without mental health training) regularly (by her 

account) for emotional needs.  
•   Elina doesn’t describe personal emotional problems or connect medical prob-

lems to emotional factors.  
•   Sexually abused as teenager.  
•   Mother has many health problems also.  
•   Pastor commiserates with Elina about poor medical care in a dysfunctional 

health system.     

    Question 4 

 “Can you tell me which doctor coordinates care for your health problems?” (inter-
action with treating practitioners)

  Notes 

•   Trouble fi nding a primary doctor to support disability and prescribe medications.  
•   Doesn’t trust doctors; feels they are inconsistent and self-serving.  
•   She feels that doctors don’t like her.  
•   Uses herbal (natural) remedies; told she has multiple allergies.  
•   Also uses chiropractic manipulation and acupuncture for pain problems.  
•   Always gets referred to specialists but health problems never solved.  
•   Doctors don’t talk with each other.  
•   Prefers to prevent doctors from seeing what other doctors are doing, e.g., sharing 

emergency room and clinic notes, testing results, and treatment records.     

    Question 5 

 “Do you have trouble getting the healthcare you need?” (health system issues)

  Notes 

•   Good company high deductible medical and mental health insurance (hus-
band’s); chemical dependency coverage offered only through separate insurer 
(family opted out).  

•   High deductible met by March the last 4 years.  
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•   Well known by the medical community in her suburb; most physicians and many 
nurse practitioners had, at one time or another, come into contact with her.  

•   No primary care physician; “fi red” her last PCP nearly 6 months ago; trouble 
fi nding another.  

•   Using various emergency rooms throughout her city for primary health needs.  
•   Referred to many specialists, now further and further from local community.  
•   No doctor or clinic to fi ll out her disability papers or prescriptions for pain and 

other medications.  
•   Orders medications from a mail order company in another country.     

    Question 6 

 “What kind of person are you, e.g., outgoing, suspicious, tense, or optimistic?” 
(sensitive “personal” issues)

  Notes 

•   Good and caring person  
•   Many friends from her charity work  
•   Historical offers to move to other companies professionally—health insurance 

concerns prevented (no offers recently)  
•   Social drinking and no street drugs  
•   Takes pain medications in excess of prescribed amounts; uses multiple ERs to 

get more     

    Question 7 

 “What things did I not ask about that you think are important?” (additional 
information)

  Notes 

•   Husband threatened divorce 6 months ago (nothing recent; marriage appears 
stable)     

    Elina’s Goals 

  Can you tell me something specifi c you would like to improve related to your health 
in the next several months? How about things that you would like to be able to do 
that you cannot do now?  
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 The case manager documents the areas of greatest health concern to Elina by 
establishing the goals that she would most like to achieve while working with the 
case manager. The case manager helps Elina through the decision-making process. 
She chooses the following two goals:

•     Clinical health —to better control her stomach pain: baseline 9/10 on pain ana-
logue scale  

•    Functional —not so much time used seeing doctors: baseline 10 out of the house 
visits to outpatient doctors or emergency rooms per month    

  Elina’s baseline satisfaction with healthcare —1/10 on a visual analogue scale 
  Elina’s quality of life —2 of 7 days per week feeling well    
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 Whenever possible, children/youth should be actively engaged in the information- 
gathering process. For children too young to answer for themselves, all information 
related to the initial assessment is obtained solely from the members of the family 
unit. For youth able to provide information on their own, they should be involved in 
the assessment process to the extent possible and may even meet independently with 
the case manager to provide information. The decision to involve children/youth in 
the information-gathering session depends on their developmental maturity. Even 
very young children can provide valuable information about their physical and emo-
tional well-being, and it may be helpful for case managers to evaluate the quality of 
interactions between the caregiver and child. It may be particularly important to 
speak directly with adolescents as they are gaining independence in managing their 
healthcare issues. Understanding adolescents’ goals and motivation may support 
their engagement in the process and activities required to achieve health. 

 In general, this means that there will be a combined interview with the child/youth 
and the caregiver/parent(s) and an independent interview with each the child/youth 
and the parent(s). Each section below begins with a question in the header section. 
All questions in the header section should be asked during the joint and/or indepen-
dent interviews. Depending on the answers to these initial questions, the follow-up 
questions listed below the header in each section should be asked. Questions involv-
ing sensitive content may be saved for the independent interview sessions, with 
appropriate assurances of confi dentiality expressed, particularly for adolescents. 

 Questions asked to the parent only are in  bold . Questions asked during the com-
bined and/or independent interviews at the discretion of the case manager are under-
lined. When possible, it is helpful to confi rm confl icting and/or uncertain fi ndings 
with information from other sources, including medical records, health practitio-
ners, teachers, peers, clergy, etc. Notes will be consolidated and anchor points 
scored in the PICM-CAG assessment instrument based on the best evidence from 
the information sources. 

    Question 1 

 “Is it okay to ask some questions to get to know you (parent and/or youth) better 
before we focus on your current health situation?” If okay, “Can you tell me a little 
about your situation (parent and/or youth), e.g., where you live, who your friends 
are, what you like to do (hobbies/interests, extracurricular activities), and with 
whom you like to do things?” 
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  Follow-up questions  (The case manager can fi ll these in later if there is reticence 
to divulge personal information at this point.):

    1.1.    “Can you tell me about the members of your family?”   
   1.2.    “Who are your close friends or relatives?”   
   1.3.    “ Whom do you rely (youth) on when you need help? ”   
   1.4.    “Can you tell me about how you like your school?”   
   1.5.    “ How do you do in school? ”   
   1.6.    “What things do you like to do outside of classes, e.g., clubs, sports, music, 

etc.?”   
   1.7.    “Have you had diffi culty with attendance or getting along at school?”   
   1.8.    “ Have you gotten in trouble in school, at home, or with the law? ”   
   1.9.    “ How do you spend your free time? ”   
   1.10.    “ Can you tell me about your spouse/partner? ”   
   1.11.    “ Are there custody issues related to the child/youth? ”   
   1.12.    “ Where does the youth live? ”   
   1.13.    “ Have you moved often? ”   
   1.14.    “ Who supervises and feeds your youth during non-school hours? ”   
   1.15.    “ What kind of job do you have? ”   
   1.16.    “ Can you tell me about your fi nancial situation/pressures? ”   
   1.17.    “ Can you tell me about current stresses/changes in your family situation 

or things that are worrying you about the future? ”   
   1.18.    “ Can you tell me about any physical or mental conditions or disability 

that you or your spouse/partner have? ”   
   1.19.    “ Who helps you (parents) when a crisis arises? ”   
   1.20.    “ How does your child’s health situation impact on your family? ”   
   1.21.    “ Do you help take care of others, i.e., family, a friend? ”   
   1.22.    “ Can you tell me about behaviors, friendships, school, or legal concerns 

related to your youth? ”    

      Question 2 

 “How do you/does your youth feel physically?”

  Follow-Up Questions 

   2.1.    “Have you had (other) problems with your health for a long time?”   
   2.2.    “ Are the doctors doing tests on you now? ”   
   2.3.    “ What kind of treatment are you getting? ”   
   2.4.    “ Have you had diffi culty doing what the doctors ask you to do? ”   
   2.5.    “ Have the doctor’s treatments worked? ”   
   2.6.    “ Do health problems keep you from doing the things you like to do? ”   
   2.7.    “ How serious are your youth’s health problems? ”   
   2.8.    “ Is your youth disabled or impaired? ”   
   2.9.    “ Were your youth’s health problems diffi cult to diagnose? ”      
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    Question 3 

 “How do you feel emotionally, e.g., worried, tense, sad, or forgetful?”

  Follow-Up Questions 

   3.1.    “Do you get in trouble very often?”   
   3.2.    “ Have you ever seen a doctor or counselor because you got in trouble or 

because you felt so upset? ”   
   3.3.    “ Have you gotten treatment for this or gone into the hospital? ”   
   3.4.    “ Do you have trouble doing what your doctors ask you to do? ”   
   3.5.    “ Has the treatment been helpful? ”   
   3.6.    “ Do emotional factors or things that get you into trouble affect how you 

get along with others? ”   
   3.7.    “ Do emotional factors or things that get you into trouble interfere with your 

ability to do the things you like to do? ”   
   3.8.    “ Can you describe if there were challenges in your youth’s 

development? ”   
   3.9.    “ Can you describe if special services or school assistance was needed due 

to your youth’s cognitive development? ”   
   3.10.    “ Has your youth had mental health problems, e.g., depression, eating 

disorder, severe anxiety? ”   
   3.11.    “ Has your youth been treated for mental health or cognitive problems? ”   
   3.12.    “ Can you describe if your youth experienced early life events that might 

have affected his/her health, e.g., head trauma, lead exposure, prenatal 
alcohol or drug exposure, abuse, in utero infections? ”      

    Question 4 

 “Can you tell me who you see for health problems?”

  Follow-Up Questions 

   4.1.    “Are your doctors (counselors) easy to talk to?”   
   4.2.    “Do you trust your doctor (counselor)?”   
   4.3.    “Have any of them done something that you don’t like or disagree with?”   
   4.4.    “ Pediatrician/nurse practitioner? ”   
   4.5.    “ Medical specialists? ”   
   4.6.    “ Mental health providers, e.g., psychiatrists, psychologists, social work-

ers, nurses, etc.? ”   
   4.7.    “ Other providers, e.g., chiropractors, naturopath, church counselor, 

etc.? ”   
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   4.8.    “ Community/state service agency providers such as child protective ser-
vices or services associated with juvenile justice? ”   

   4.9.    “ State agencies such as the Department of Mental Health or the 
Department of Disabilities? ”   

   4.10.    “ How do those giving your youth care talk with each other and coordi-
nate his/her treatment? ”   

   4.11.    “ Do you have diffi culty communicating with them? ”   
   4.12.    “ Are their offi ces near each other and easy to get to? ”   
   4.13.    “ Have you (parent) had confl icts or disagreements with your youth’s 

doctors/providers, your hospital/clinic, or your insurance company that 
have led to bad feelings or mistrust? ”      

    Question 5 

 “ Can you tell me whether you have diffi culty in getting the healthcare you 
need? ”

  Follow-Up Questions 

   5.1.    “ What type of medical insurance do you have for your youth and does it 
cover the services needed? ”   

   5.2.    “ Does your child/youth qualify for or already have access to available 
assistance from state disability services and/or the state Department of 
Mental Health? ”   

   5.3.    “ How do you fi nd medical doctors who will accept your youth as a 
patient? ”   

   5.4.    “ Do you need to go to separate clinics for mental health treatment? ”   
   5.5.    “ Are there separate payment rules for mental healthcare? ”   
   5.6.    “ Have you or your primary care physician had diffi culty in fi nding a 

mental health provider for your youth? ”   
   5.7.    “ How far do you live from the medical clinics and doctors you need to 

improve (control) your youth’s health? ”   
   5.8.    “ Is transportation a problem in getting to your youth to appointments? ”   
   5.9.    “ Do you need a translator or someone from your youth’s culture to assist 

with health needs? ”   
   5.10.    “ Can you afford your youth’s medical care, i.e., medications, needed 

tests, co-pays for appointments and hospital costs, needed medical equip-
ment/devices, etc.? ”   

   5.11.    “ Are there long waiting lists for the kind of care your youth needs? ”   
   5.12.    “ Have you had diffi culty in transitioning your youth’s care from his/her 

pediatric practitioners to adult doctors? ”    
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      Question 6 

 “ What kind of person are you (is your youth), e.g., outgoing, suspicious, tense, 
optimistic? ”

  Follow-Up Questions 

   6.1.    “ How do you handle diffi cult situations? ” (talkative, silent, procrastinate?)   
   6.2.    “ What are your biggest health concerns at this time? ”   
   6.3.    “If I worked with you for the next several months, what would you most like 

me to help you make better about your health e.g., no shots, stop being sick 
from meds, etc.?”   

   6.4.    “What would you most like to be able to do that you can’t do now (func-
tional), e.g., play in the band, stay overnight with friends, or lose weight?”   

   6.5.    “ Do you (think your youth) smoke? ”   
   6.6.    “ Do you (think your youth) use alcohol? ”   
   6.7.    “ Do other family members have alcohol or drug problems? ”   
   6.8.    “ Do you (suspect that your youth) or your (his/her) friends use drugs? ”   
   6.9.    “ Have you (your youth) ever been treated for substance abuse problems? ”   
   6.10.    “ What kind of person are you (parent), e.g., outgoing, suspicious, tense, 

optimistic? ”   
   6.11.     “How do you (parent) handle diffi cult situations?”     

      Question 7 

 “What things did I not ask about that you think are important?”  

    Questions About Goals 

    Content Area: Personal Goals 

 Personal clinical goal (youth): “Can you tell me something specifi c you would like 
to improve related to your health in the next several months?” 

 Personal functional goal (youth): “How about things that you would like to be able 
to do that you cannot do now?” 

 Personal clinical goal (parent): “Can you tell me something specifi c you would like 
to improve related to your health in the next several months?” 

 Personal functional goal (parent): “How about things that you would like to be able 
to do that you cannot do now?” 

 Quality of life: metric 
 Satisfaction with care: metric     
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 Name and case #:______________________________ 
 Date:________________________________________

 Barriers 
 Goals   Actions  

 CAG items 

  Short term  
  Long term  
  Short term  
  Long term  
  Short term  
  Long term  
  Short term  
  Long term  
  Short term  
  Long term  

  Used with permission from The Integrated Case Management Manual: Assisting Complex Patients 
Regain Physical and Mental Health by Kathol RG, Perez R, Cohen JS, 2010, Springer Publishing 
Company. Copyright 2010 by Springer Publishing Company 
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 Name and case #:_______________________________ 
 Date:_________________________________________

 CAG items  Goal  Action  Outcome 

  Barrier  
  Item(s) __  
  Barrier  
  Item(s) __  
  Barrier  
  Item(s) __  
  Barrier  
  Item(s) __  
  Barrier  
  Item(s) __  
  Barrier  
  Item(s) __  
  Barrier  
  Item(s) __  

  Used with permission from The Integrated Case Management Manual: Assisting Complex Patients 
Regain Physical and Mental Health by Kathol RG, Perez R, Cohen JS, 2010, Springer Publishing 
Company. Copyright 2010 by Springer Publishing Company 
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 Name and case #:_______________________ 
 Date:_________________________________

 Measure  Baseline  Follow-up assessments 

 Time period  Initial (date)  First (date)  Second (date)  Third (date) 

  Clinical measure  
 Related to child/youth goal 

  Clinical measure  
 Related to caregiver goal 
  Functional measure  

 Related to child/youth goal 
  Functional measure  

 Related to caregiver goal 
  Health-related quality of life  

  Family satisfaction  

  PICM-CAG score  
  Clinical measure  

 Health professional goal 
  Functional measure  

 Health professional goal 
  Economic measure  

 Health professional goal 
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    Pediatric Integrated Case Management-Complexity 
Assessment Grid (PICM-CAG)  Variables   and Their 
Clinical Anchor Points 

 The Pediatric Integrated Case Management-Complexity Assessment Grid (PICM- 
CAG) assesses complexity in children and adolescents. It provides the case manager 
with a rapid, yet comprehensive assessment of children/youth presenting for health-
care that can be used to (1) identify patient and family needs, (2) initiate individual 
care plan development, and (3) support stabilization and/or return of the child/youth 
to health through case management activities. The PICM-CAG adopts a life-span 
perspective in the assessment of barriers to improvement within the concept of health 
complexity. The instrument was developed to uncover actionable circumstances 
related to historical and developmental antecedents, the child/youth’s current life 
situation, and anticipated future vulnerabilities.  “Vulnerabilities” in the context of 
the PICM-CAG specifi cally relate to the risk of barrier persistence and/or worsening 
in the future if individualized care through case management is withdrawn.  

 Children and adolescents with health complexity require a complementary yet 
augmented assessment, which includes a focus on the family unit, peer relation-
ships, school situation, community involvement, and others covered in the scripted 
interview. In the case of children, for whom the specialized PICM-CAG has been 
developed, case management activities are as likely to be directed toward assistance 
to parents/caregivers, hereafter called the family unit, as to the child/youth since 
barrier reversal may only be possible when family unit problems are addressed. 

 In some situations, family units may present with personal health-related com-
plexity affecting the child/youth’s complexity such that referral to social services 
or an adult ICM program, independent of the child/youth, should be considered. 
The decision of whether the same case manager as the one working with the child/
youth becomes involved in these referrals or assistance to the family unit will 
depend on the child/youth’s circumstances and the organization of the case man-
agement operation.  

    Instructions for  Scoring Items   

     1.    Complexity is defi ned as the interference in standard care by biological, psycho-
logical, family/social, and health system factors, which require a shift from standard 
care to individualized care (in this situation, PICM) in order for the child/youth to 
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overcome barriers to improvement. Each complexity item (also called a “cell”) on 
the PICM-CAG is rated using four anchor points in a Likert-type scale. Each anchor 
point is designed to refl ect a level of need, which in turn leads to specifi c actions to 
be taken by the PICM manager on behalf of the patient or family. 

 Whenever a variable is rated, in addition to the clinical anchor points as defi ned 
below, one should keep the following question in mind: “Will the situation recorded 
for this complexity item interfere with health outcomes if standard medical care is 
given?” Another important consideration, particularly when there is debate 
between two anchor point levels for an individual item, e.g., scoring a “1” vs. a “2” 
or a “2” vs. a “3”, is to consider the immediacy of need for action on behalf of the 
child/youth. The time frame for action can inform the fi nal decision.   

   2.    All “historical” variables refer to the child/youth’s entire life with special atten-
tion to the year before assessment. The exception is the cell labeled “Access to 
care.” Access to care (HHS1) relates to the preceding 6 months.   

   3.    All “current” variables refer to the 30-day period prior to the date that the 
PICM- CAG assessment is completed.   

   4.    All “vulnerability” variables refer to the 3- to 6-month period after the date that 
the PICM-CAG vulnerability scoring is performed, based on the difference from 
an estimate of the natural history of the child/youth’s health state when given 
standard medical care.   

   5.    Actions correspond to the following anchor point scores: “0,” no action; “1,” 
need for monitoring and/or prevention; “2,” need for intervention plan and action 
 soon ; and “3,” need for  immediate  intervention plan and action.   

   6.    Several items in the complexity grid contain more than one content component 
that could be creating barriers to improvement, e.g., symptom severity  or  
impairment in CB1, practitioner availability  or  clinic accessibility in CHS1, 
etc. (Table  A9.1 ). When scoring each item, the content component with the 
 greatest  potential for creating a barrier to improvement should direct the score, 
rather than the “average” of the item components. For instance, for Coordination 
of care (CHS2), if there is excellent communication between a pediatrician and 
a child/youth’s neurologist but no attempt by the pediatrician to fi nd and/or 
communicate with a needed mental health specialist, the anchor point score 
would be “3” to refl ect the problematic lack of coordination with the mental 
health provider.

            Biological Domain   

 Items in the biological domain address how factors associated with physical conditions 
and their symptoms create barriers to the child/youth’s optimal health. 

 In all situations except anchor point “3” for Diagnostic/therapeutic challenge 
(CB2), these items refer specifi cally to physical health issues. For CB2, anchor point 
“3” includes the potential for nonphysical factors, such as somatic preoccupation, a 
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mental health cause for physical symptoms, and/or cross-disciplinary (physical and 
mental health) treatment to contribute to complexity. This is a common source of 
anchor point scoring confusion (Table  A9.2 ).

        Psychological Domain   

 Items in the psychological domain address how factors associated with health 
behaviors; coping styles; mental health conditions, which includes mental health and 
substance use disorders; cognitive function; and early life exposures create barriers 
to a child/youth’s optimal health (Table  A9.3 ).

   Table A9.2     Biological domain     

  HB1    Chronicity  
 0  Less than 3 months of physical symptoms/dysfunction; acute health condition 
 1  More than 3 months of physical symptoms/dysfunction or several periods of less than 

3 months 
 2  A chronic condition 
 3  Several chronic conditions 

  HB2    Diagnostic dilemma  
 0  No period of diagnostic complexity 
 1  Diagnosis was clarifi ed quickly 
 2  Diagnostic dilemma solved but only with considerable diagnostic effort 
 3  Diagnostic dilemma not solved despite considerable diagnostic effort 

  CB1    Symptom severity/impairment  
 0  No physical symptoms or symptoms resolve with treatment 
 1  Mild symptoms and/or interference with current functioning 
 2  Moderate symptoms and/or impaired current functioning 
 3  Severe symptoms and/or inability to perform many functional activities 

  CB2    Diagnostic/therapeutic challenge  
 0  Uncomplicated diagnosis; treatment with few unpleasant side effects or risks 
 1  Clear differential diagnoses and/or diagnosis expected; noninvasive treatment with 

multiple components and/or minor but tolerable side effects 
 2  Diffi cult to diagnose but physical cause/origin expected; invasive treatment and/or 

multiple components with some risks and unpleasant side effects 
 3  Diffi cult to diagnose with interfering factors other than physical cause/origin; daily, complex, 

invasive, and/or cross-disciplinary treatment; potentially serious risks and toxic side effects 
  VB    Complications and life threat  
 0  Little or no risk of premature physical complications or limitations in activities of daily living 
 1  Mild risk of premature physical complications or limitations in activities of daily living 
 2  Moderate risk of premature physical complications or permanent and/or substantial 

limitations of activities in daily living 
 3  Severe risk of physical complications and/or serious permanent functional defi cits 

and/or dying 

Appendix 9: Pediatric ICM-CAG Variables and Anchors



269

   Table A9.3     Psychological domain     

  HP1    Coping with stress  
 0  Ability to adapt to stresses/life and health circumstances, such as through talking with 

parents/peers, sports, clubs, or hobbies 
 1  Restricted coping/problem solving skills, such as acting out with authority fi gures, 

dependency, or irritability; no anticipated long-term diffi culties 
 2  Impaired coping/problem solving skills, such as frequent confl icts with parents/teachers 

or substance abuse but without serious impact on medical condition, mental health, or 
family/social situation; potential long-term diffi culties 

 3  Minimal coping/problem solving skills, manifest by destructive behaviors, withdrawal, 
and social isolation, such as substance dependence, mental illness, self-infl icted harm, or 
illegal behavior 

  HP2    Behavioral health history  
 0  No history of behavioral health problems or conditions 
 1  Behavioral health problems or conditions, but resolved or without clear effects on daily 

function 
 2  Behavioral health conditions with clear effects on daily function, needing therapy, 

medication, day treatment, partial program, etc. 
 3  Psychiatric admissions and/or persistent effects on daily function 

  HP3    Cognitive development  
 0  No cognitive impairment 
 1  Possible developmental delay or immaturity; low IQ 
 2  Delayed development; mild or moderate cognitive impairment 
 3  Severe and pervasive developmental delays or profound cognitive impairment 

  HP4    Adverse developmental events  
 0  No identifi ed developmental traumas or injuries, e.g., physical or sexual abuse, 

meningitis, lead exposure, etc. 
 1  Traumatic prior experiences or injuries with no apparent or stated impact on child/youth 
 2  Traumatic prior experiences or injuries with potential relationship to impairment in 

child/youth 
 3  Traumatic prior experiences with apparent and signifi cant direct relationship to 

impairment in child/youth 
  CP1    Treatment adherence  

 0  Parent (caregiver) and/or child/youth are interested in receiving treatment and willing to 
cooperate actively 

 1  Some parent and/or child/youth ambivalence though willing to cooperate with treatment 
 2  Considerable parent and/or child/youth resistance with non-adherence; hostility or 

indifference toward healthcare professionals and/or treatments 
 3  Active caregiver and/or child/youth resistance to important medical care 

  CP2    Mental health symptoms  
 0  No mental health symptoms 
 1  Mild mental health symptoms, such as problems with risky behaviors or acting out, 

sadness, oppositionality, which do not interfere with current functioning 
 2  Moderate mental health symptoms, such as isolating, death preoccupation, defi ance, or 

cognitive impairment, which interfere with current functioning 
 3  Severe psychiatric symptoms and/or behavioral disturbances, such as violence, 

self-infl icted harm, criminal behavior, severe autistic behaviors, psychosis, or mania 

(continued)
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   Among historical items, Cognitive development (HP3) is separated from Mental 
health history (HP2) since it is commonly associated with barriers to health improve-
ment in youth and often, independently, requires home-based and education-related 
intervention. Among current items on the other hand, active cognitive diffi culties 
are included under Mental health symptoms (CP2). Each may require focused 
intervention. 

 While Adverse developmental events (HP4) can result from mental health, e.g., 
sexual abuse, and physical causes, e.g., fetal alcohol syndrome or lead exposure, they 
are included in the psychological domain since symptoms associated with them are 
typically cognitive or behavioral in nature. When exposure to toxic injuries leads to 
active physical symptoms or impairments, they would be scored under Symptom 
severity/impairment (CB1) in the biological domain. Unrecognized Adverse develop-
mental events can make it diffi cult to determine the etiology of symptoms (HB2). 

 Treatment adherence (CP1) can occur as a result of parent issues, child/youth 
issues, or a combination of both. Regardless of the etiology, attention to the child/
youth and the caregiver will be necessary in order to improve adherence. In rare 
life-threatening health situations of a youth, e.g., parental refusal of life-saving che-
motherapy for the youth, it may be necessary to involve child protective services in 
order to ensure safety and appropriate care.  

     Family/Social Domain   

 Items in the family/social domain address how relationships, social connectedness 
and support, living arrangements, and function in the community, in the school 
setting, and with peers create barriers to a child/youth’s optimal health. They also 
address the child/youth’s family unit health and function (HS3) as well as their sup-
port system (CS3), since defi cits in either can create barriers to optimal health for 
the child/youth (Table  A9.4 ).

   The focus of the family/social domain is on assuring the optimal health and well- 
being of the child/youth although it includes the assessment of complexity issues 
related to the family unit. To the extent that the child/youth’s PICM manager can 

Table A9.3 (continued)

  VP    Learning and/or behavioral health threat  
 0  No mental health or intellectual deterioration concerns 
 1  Mild risk of mild worsening due to poor coping, mental health or cognitive  symptoms , 

such as home or school confl ict, anxiety, feeling blue, substance abuse or cognitive 
disturbance with limited impact on function; mild risk of treatment resistance 
(ambivalence) 

 2  Moderate risk of impaired coping, mental health, or cognitive functioning requiring 
additional mental healthcare; moderate risk of treatment resistance 

 3  Severe risk of problems due to poor coping, psychiatric disorder or cognitive 
impairment requiring frequent ER visits, hospital admissions, and/or specialized 
schooling; risk of treatment refusal for serious psychiatric disorder 
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   Table A9.4     Family/social domain     

  HS1    School functioning  
 0  Performing well in school with good achievement, attendance, and behavior 
 1  Performing adequately in school although some achievement, attendance, and behavior 

problems, e.g., missed classes, pranks 
 2   Experiencing moderate problems with school achievement, attendance, and/or behavior, 

e.g., school disciplinary action, few social or school-related peer relations, academic 
probation  

 3  Experiencing severe problems with school achievement, attendance, and/or behavior, 
e.g., homebound education, school suspension, violence, illegal activities at school, 
academic failure, school dropout, disruptive peer group activity 

  HS2    Family and social relationships  
 0  Stable nurturing home, good social and peer relationships 
 1  Mild family problems, minor problems with social and peer relationships, e.g., parent-

child confl ict, frequent fi ghts, marital discord, lacking close friends 
 2  Moderate level of family problems, inability to initiate and maintain social and peer 

relationships, e.g., parental neglect, diffi cult separation/divorce, alcohol abuse, hostile 
caregiver, limited number of peers, diffi culties in maintaining same age peer relationships 

 3  Severe family problems with disruptive social and peer relationships, e.g., signifi cant 
abuse, hostile child custody battles, addiction issues, parental criminality, complete 
social isolation, little or no association with peers 

  HS3    Caregiver (parent) health and function  
 0  All caregivers healthy 
 1  Physical and/or mental health issues, including poor coping skills and/or permanent 

disability, present in one or more caregiver, which do not impact parenting 
 2  Physical and/or mental health conditions, including disrupted coping resources and/or 

permanent disability, present in one or more caregiver, that interfere with parenting 
 3  Physical and/or mental health conditions, including disrupted coping styles and/or 

permanent disability, present in one or more caregiver that prevent effective parenting 
and/or create a dangerous situation for the child/youth 

  CS1    Residential stability  
 0  Stable housing and fi nancial support for personal growth needs 
 1  Mild stress with multiple moves, school changes, fi nancial issues 
 2  Moderate stress with unstable housing and/or living situation support, e.g., living in 

shelter, poor nutrition; change of current living situation is required 
 3  Severe stress with no current satisfactory housing, e.g., homelessness, transient housing, 

child/youth malnourished, or dangerous environment; immediate change is necessary 
  CS2    Child/youth support  

 0  Supervision and/or assistance readily available from family/caregiver, friends/peers, 
teachers, and/or community social networks, e.g., spiritual/religious groups, at all times 

 1  Supervision and/or assistance generally available from family/caregiver, friends/peers, 
teachers, and/or community social networks; but possible delays 

 2  Limited supervision and/or assistance available from family/caregiver, friends/peers, 
teachers, and/or community social networks 

 3  No effective supervision and/or assistance available from family/caregiver, friends/peers, 
teachers, and/or community social networks at any time 

(continued)
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address the family unit contributions to barriers to improvement within a reasonable 
time frame, they should be included in the assist actions of the PICM manager. 
There are, however, some situations in which the needs of members the family unit 
are of such a severe nature or are in excess of the time available for the PICM man-
ager to effect change. In these cases, the family unit member should be encouraged 
or assisted in fi nding his/her own case manager or should be connected with appro-
priate community resources. Since this is not always possible, consideration of 
involvement by child protective services for the child/youth may be necessary. 

 School functioning (HS1) is intended to target school attendance, whereas 
School and community participation (CS4) is more concerned with how the child/
youth is performing socially, behaviorally, and academically in school relative to 
his/her estimated cognitive capabilities. Family and social relationships (HS2) 
addresses factors that affect the ability to form and sustain relationships within and 
outside of the home (CS4). While Residential stability (CS1) is nearly entirely asso-
ciated with the housing itself in adults, it also includes the nutritional health needs 
and safety for children/youth.  

Table A9.4 (continued)

  CS3    Caregiver/family support  
 0  Assistance readily available from family, friends, and/or acquaintances, such as work 

colleagues/employer, at all times 
 1  Assistance generally available from family, friends, and/or acquaintances, such as work 

colleagues/employer, but possible delays 
 2  Limited assistance available from family, friends, and/or acquaintances, such as work 

colleagues/employer 
 3  No assistance available from family, friends, and/or acquaintances, such as work 

colleagues/employer at any time 
  CS4    School and community participation  

 0  Attending school regularly, achieving and participating well, and actively engaged in 
extracurricular school or community activities e.g., sports, clubs, hobbies, religious groups 

 1  Average of 1 day of school missed/week and/or minor disruptions in achievement and 
behavior with few extracurricular activities 

 2  Average of 2 days or more of school missed/week and/or moderate disruption in 
achievement or behavior with resistance to extracurricular activities 

 3  Truant or school nonattendance with no extracurricular activities and no community 
connections 

  VS    Family/school/social system vulnerability  
 0  No risk from living situation; adequate social, personal, and developmental support; 

caregiver health and function 
 1  Risk of need for additional living situation stability, social or school support, and/or 

family/caregiver intervention 
 2  Risk of need for temporary or permanent alteration in home, school, and/or family/

caregiver/social environment in the foreseeable future 
 3  Risk of need for immediate temporary or permanent alteration in home, school, and/or 

family/caregiver/social environment, e.g., assist with foster home placement, referral to 
child protective services 
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     Health System Domain   

 Items in the Health system domain address issues related to access, ability to get 
needed care, and the coordination of services among the child/youth’s treating clini-
cians. Items in this domain also assess the child/youth’s and/or the family unit’s 
experiences with providers that create barriers to the child/youth’s optimal health, 
such as personality confl icts, loss of trust, or forced doctor-patient relationships due 
to insurance, geographic constraints, or other factors (Table   A9.5  ).

   Table A9.5     Health system domain     

  HHS1    Access to care  
 0  Adequate access to care with insurance coverage stability 
 1  Some limitations in access to care due to fi nancial/insurance problems, geographic 

reasons, family issues, language, or cultural barriers 
 2  Diffi culties in accessing care due to fi nancial/insurance problems, geographic reasons, 

family issues, language, or cultural barriers 
 3  No adequate access to care due to fi nancial/insurance problems, geographic reasons, 

family issues, language, long waiting lists, or cultural barriers 
  HHS2    Treatment experience  

 0  No child/youth or parent/caregiver problems with healthcare professionals 
 1  Negative child/youth or parent/caregiver experience with healthcare professionals 
 2  Child/youth or parent/caregiver dissatisfaction with or distrust of doctors; multiple providers 

for the same health problem; trouble keeping consistent and/or preferred provider(s) 
 3  Repeated major child/youth or parent/caregiver confl icts with or distrust of doctors, 

frequent ER visits or involuntary admissions; forced to stay with undesirable provider 
due to cost, provider network options, or other reasons 

  CHS1    Getting needed services  
 0  Easily available treating practitioners and healthcare settings (general medical or 

mental healthcare); money for medications and medical equipment 
 1  Some diffi culties in getting to appointments or needed services 
 2  Routine diffi culties in coordinating and/or getting to appointments or needed services 
 3  Inability to coordinate and/or get to appointments or needed services 

  CHS2    Coordination of care  
 0  Complete practitioner communication with good coordination and transition to 

age-appropriate care 
 1  Limited practitioner communication and coordination of care; pediatrician coordinates 

medical and mental health services 
 2  Poor communication and coordination of care among practitioners; no routine 

pediatrician; diffi culty in transitioning to age-appropriate care 
 3  No communication and coordination of care among practitioners; primary ER use to 

meet non-emergent health needs; systemic barriers to age-appropriate care transition 
  VHS    Health system impediments  

 0  No risk of impediments to coordinated physical and mental healthcare 
 1  Mild risk of impediments to care, e.g., insurance restrictions, distant service assess, 

limited provider communication, and/or care coordination/transition 
 2  Moderate risk of impediments to care, e.g., potential insurance loss, inconsistent 

practitioners, communication barriers, poor care coordination/transition 
 3  Severe risk of impediments to care, e.g., little or no insurance, resistance to communication, 

and/or disruptive work processes that lead to poor coordination/transition among providers 
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   Some fi nd the distinction between Access to care (HHS1) and Getting needed 
services (CHS1) confusing. HHS1 is intended to assess whether services are available 
to the child/youth for his/her health problems at a system level. For instance, even if 
the child/youth lives in a clinician-rich community, he/she may have had little 
access to needed services due to lack of or poor insurance coverage, the paucity of 
interpreters, and culturally naïve practitioners, among others. Thus, limitations in 
access to care under HHS1 may extend beyond the child/youth’s available and 
appropriate practitioners. If the child/youth is uninsured or underinsured, then med-
ications, medical devices, and/or ancillary treatments, such as respiratory therapy, 
may become out-of-pocket expenses. If these costs are beyond the family unit’s 
ability to pay, such treatment needs are essentially inaccessible. 

 Unlike HHS1, Getting needed services (CHS1) is more concerned with the child/
youth’s ability to actually attend appointments with one or more practitioners and/
or to adhere to treatments recommended. For instance, if a child/youth and/or the 
family unit has limited transportation capabilities and/or no phone, it may become 
logistically impossible to show up for appointments or to renew prescriptions. If the 
child/youth and/or family has limited resources, it may be diffi cult or impossible to 
cover co-payments or medication costs. Thus, CHS1 has more to do with the 
mechanics of getting the care than health system issues which limit access to pro-
viders or services. 

 Lack of Coordination of care (CHS2) is a major contributor to persistent health 
complexity. In order for coordination among clinicians to occur, it is necessary for 
those involved in a child/youth’s treatment to know who else is giving care and for 
what. While this is most often thought of in terms of direct written and/or verbal 
communication among practitioners, it also, and importantly, includes access by all 
providers to a child/youth’s health records, which document previous assessments 
and treatment. This is particularly important in children/youth with both physical 
and mental health problems since general medical and mental health record systems 
are often disconnected. Thus, if noncommunicating health record systems contrib-
ute to a lack of awareness by any of the practitioners about contributing health 
problems and/or treatments, then this would infl uence higher anchor point scores 
for CHS2. 

 The transition of care for adolescents with health complexity from pediatricians 
and child mental health professionals to adult providers is a special contributor to 
persistence of complexity for youth. Diffi culties with this transition process are 
assessed under the item labeled Coordination of care (CHS2). As mentioned in the 
general instructions above, if there is good communication among the child/youth’s 
treating practitioners but there is diffi culty in identifying adult clinician counter-
parts to assume care responsibilities, then problematic transition may lead to anchor 
point scores of “2” or “3” based on the level of the barrier to improvement 
encountered.   
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 Each of the Pediatric Integrated Case Management-Complexity Assessment 
Grid (PICM-CAG) anchor points is designed to inform actions by case managers. 
The following is a list of actions that could be considered when a child/youth has a 
specifi c score on an item in the PICM-CAG.  The actions listed below are not 
considered exhaustive but rather representative of the types of action that a case 
manager could consider taking on behalf of a child/youth.  Actions by case manag-
ers should be taken in an attempt to correct barriers to improvement, the primary 
goal of the PICM-CAG, and the central aim when working with children/youth 
suffering with health complexity. 

 In this Appendix, actions are delineated for each score on each item in the PICM- 
CAG. It should be noted that items within the grid are often connected with each 
other, i.e., they interact as barriers to improvement for children/youth. As a result, the 
case manager should not only consider the actions associated with the item score as 
they create a care plan, but should also consider how the item score relates to other 
item scores in the grid. For instance, the parents of a child/youth may change doctors 
often due to poor trust of doctors and/or the healthcare industry (a score of “2” on 
HHS2). As a result, the child/youth is non-adherent to treatment (a score of “3” on 
CP1). Since poor trust by the parents (HHS2) is connected with non- adherence (CP1), 
actions on both items should be considered in tandem, e.g., discuss barriers related to 
trust with the parents and their doctors, and the use of education and motivational 
interviewing techniques to improve the parents’ and child/youth’s adherence. 

 Working with children/youth creates an additional challenge for case managers 
since it is not just the child/youth, but also members of the family unit who may be 
the focus of case managers’ actions. It is important to remember that the child/youth 
is the primary target of the case management when the PICM-CAG is being used. 
Having said this, in many situations, the family unit is just as complex and/or needy 
as the child/youth and thus requires active participation in the child/youth’s inter-
vention. In some situations, the actions directed at issues specifi cally for a parent are 
in excess of time available to the case manager. When this occurs, the case manager 
will have to make a decision whether one or more members of the family unit warrant 
referral to social services themselves, need assignment of their own case manager, 
and/or whether alternative guardianship of the youth should be considered. If the 
organization has the necessary resources, enrollment of others in the family unit will 
be considered essential to the best outcome of the child/youth. These are clinical 
questions that will require discussion with supervisors, Medical Directors, the child/
youth’s clinicians, and perhaps others. 
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    Instructions to Case Managers 

     1.    The PICM-CAG assesses complexity in children/youth (Table  A10.1 ) Each item 
score (also called a “cell score”) on the PICM-CAG suggests the need for action 
by the case manager working with the family unit and/or the child/youth. A score of 
“1” (yellow) suggests the need for monitoring/prevention; “2” (orange) the need 
to do something soon, i.e., intervention/plan development; and “3” (red) the need 
for immediate intervention/plan development. To the extent possible, activities 
by the case manager, the child/youth, and the child/youth’s parents should be a 
part of a child/youth-parent-manager developed care plan with goals and 
objectives. These care plans must then be communicated to the child/youth’s 
practitioners with a request for their active participation.

       2.     All care plans will include education of the child/youth and family unit about 
the child/youth’s illnesses, the interaction of illnesses, and treatments . Often the 
case manager will provide information about diseases or help the child/youth 
and parents formulate questions for their physicians. Physicians and other treat-
ing professionals should serve as the primary arbiter of information and treat-
ment when possible. Thus, communication between the case manager and the 
child/youth’s clinicians is of signifi cant importance. Finally, when appropriate 
and with informed consent, school personnel who might be able to facilitate 
access to needed school resources and/or assist with maximizing educational 
and school experiences should also be informed of the health and health needs 
of the child/youth.   

   3.    Pediatric case managers do not treat patients; they support approaches to care 
that are likely to improve outcomes, break down barriers, and assist with health 
system navigation. They serve as health coaches for complex children/youth and 
their parents. Since clinicians are the focal point of effective treatment, it is 
important for case managers to form alliances with the child/youth’s treatment 
team as they work with the child/youth. This can be facilitated by sending a fl ier 
to practitioners describing case management and the role it can play in assisting 
with complex care (Appendix 12). It is important to point out the intended but 
limited duration of involvement by the case manager, though PICM involvement 
could be extended, e.g., a year or more.   

   4.    Many of the cells on the PICM-CAG are associated with barriers to treatment 
adherence. Though child/youth or parent-based innate unwillingness to follow 
treatment recommendations (CP1) is one reason for non-adherence, it is by no 
means the only, nor necessarily, main reason. Other examples include, but are not 
limited to, insuffi cient funds to pay for treatment, memory defi cits, language 
barriers, and contrary advice from family members. The family may lack the 
necessary transportation resources to access specialty care offi ces or get to 
therapy services. Lack of a full understanding of the need for the breadth and 
frequency of recommended services can also serve as a barrier. Since non-adherence 
is clearly associated with worse clinical outcomes, the case manager, the  child/
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youth, the parent, and the child/youth’s care providers should work together in all 
domains and in all cells to reverse barriers to treatment adherence.   

   5.    No action is required for items in which a score of “0” is made.      

    Biological Domain 

 Actions related to items in the biological domain are intended to address barriers to 
improvement for physical conditions and their symptoms (Table  A10.2 ). In all situa-
tions, except anchor point “3” for item CB2 “Diagnostic/therapeutic challenge,” 
these items refer specifi cally to taking action related to physical health issues them-
selves. In fact, it is this activity that forms the core of traditional case management, 
which focuses on correction of inconsistent adherence to evidence-based treatments 
for physical illness. Since the CB2 anchor point “3” includes nonphysical factors as 
a cause of physical symptoms, such as poor family support, Munchausen’s by proxy, 
or a psychiatric illness, actions related to this item diverge from traditional case 
management and include assistance with items in other domains and potentially 
with mental health providers and treatment.

   In the current healthcare environment, pediatricians may have diffi culty address-
ing behavioral health conditions. Even in children/youth with “subsyndromal” 
Mental health symptoms (CP2), treating these minor symptoms can be the tipping 
point between persistent biological symptoms with treatment nonresponse and 
health stabilization with reduced impairment. In children/youth who score “3” on 
CB2, even when interacting CP2 or other nonbiological items are scored “1” or “2,” 
clinicians should be encouraged to intervene related to the nonbiological items early 
in the integrated case management process as an indirect means of altering the “3” 
score on CB2.  

    Psychological Domain 

 Actions related to items in the psychological domain are intended to address bar-
riers to improvement related to health behaviors, coping styles, prior mental con-
ditions, and current psychiatric symptoms (Table  A10.3 ). Children/youth exposed 
to early biological and/or psychological insults, which lead to altered emotions, 
behaviors, and/or cognitions, may also require action on the part of the case 
manager.

   Among historical items, actions related to Cognitive development (HP3) are 
separated from Mental health history (HP2) since they often require independent 
special attention to educational needs and participation of the school system. Among 
current items on the other hand, actions associated with active cognitive diffi culties 
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   Table A10.2    Biological domain   

  HB1    Chronicity  
 1   Physical symptoms/dysfunction present for more than 3 months : assure child/youth/

caregiver’s understanding of the persistent dysfunction; observe to see if the condition 
turns chronic with physical limitations; assure pediatric follow-up 

 2   A chronic condition : review child/youth/caregiver’s understanding of illness and 
treatment; assure active and collaborative involvement by pediatrician and medical 
specialists, if needed; assess and assure treatment of co-occurring mental conditions; 
ongoing assessment of child/youth symptoms and/or measured outcomes over time, 
e.g., respiratory function, FEV1, etc.; unfettered access to physical health and mental 
health records by all treating clinicians 

 3   Several chronic conditions : immediately perform actions under #2; include customized 
actions based on interview; review child/youth/caregiver understanding of illnesses and 
treatments; confi rm communication and coordination of care among practitioners about 
all conditions 

  HB2    Diagnostic dilemma  
 1   Easy diagnoses : observe for changes in clinical status 
 2   Diagnostic dilemma solved with diagnostic effort : review diagnoses, interventions, and 

treatments for fi delity with the child/youth’s course and improvement with treatment; 
assess attitude of child/youth/caregiver about diagnosis and work-ups and educate about 
process; bring in case management Medical Director to review if it is outside the case 
manager’s level of expertise to get a “big picture” assessment of accuracy of diagnoses 
and treatment; doc to doc if needed and appropriate to discuss ways that case management 
can assist her/him in improving outcomes; assure assessment for concurrent mental 
conditions has been done and treatment is being given, if present; communicate current 
understanding with child/youth/caregiver 

 3   Diagnostic dilemma not solved despite considerable diagnostic efforts : immediately 
perform actions under #2; include customized actions based on interview; case manager 
serves as communication link among physicians caring for patient, the case management 
Medical Director, and the child/youth/caregiver to maintain communication, collaboration, 
and outcome orientation; seek child/youth/caregiver input about their thoughts on the 
unresolved problem 

  CB1    Symptom severity/impairment  
 1   Mild symptoms; no functional impairment : observe; review for less invasive, less 

expensive treatment options 
 2   Moderate symptoms; impairment present : assure treatment provided is coordinated 

through efforts of the pediatrician and other care professionals with active involvement 
of mental health “team” for children/youth with comorbid mental conditions when they 
destabilize; ongoing assessment of child/youth symptoms over time, e.g., labs, X-rays, 
complications, etc.; unfettered access to physical health and mental condition records by 
all treating clinicians; evaluate parent/caregiver understanding of illness and 
impairment—educate; assist with repair of impairment; with permission, share 
summary of health situation with school 

 3   Severe symptoms leading to inability to perform many functional activities : 
immediately perform actions under #1 and #2; include customized actions based on 
interview; assist with ongoing communication among practitioners; maximize adherence; 
enlist caregiver assistance; consider alternative treatment settings, living arrangements, 
rehabilitation services; augment home care availability; enlist case management Medical 
Director assistance and suggestions when needed; fi nd out what works best for the 
child/youth 

(continued)
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are included under Mental health symptoms (CP2) since they are likely to require 
both behavioral and system level intervention. 

 While adverse Developmental events (HP4) can result from mental health, e.g., 
sexual abuse, and physical, e.g., fetal alcohol syndrome or lead exposure, causes, 
actions related to them are included in the psychological domain since they are 
typically associated with emotional, cognitive, or behavioral interventions, though 
additional physical testing may be warranted. When exposure to toxic occurrences 
leads to active physical symptoms or impairments, actions would be initiated under 
Symptom severity/impairment (CB1) in the biological domain. 

Table A10.2 (continued)

  CB2    Diagnostic/therapeutic challenge  
 1   Quick diagnoses expected with easy treatments : observe for change in status 
 2   Diffi cult to diagnose and treat; physical cause/origin; invasive treatment expected : 

scrupulously assure that child/youth is following through on evaluations and treatments; 
involve caregiver; make sure that all clinicians know the outcomes of exams and tests 
done by colleagues; assist in measuring outcomes of interventions; maintain 
communications with patient and clinical team; have case management Medical 
Director review case for additional ideas and talk to clinicians, if warranted; assist child/
youth/caregiver in getting answers to questions about health from practitioners; consider 
setting up a case conference among clinicians 

 3   Diffi cult to diagnose with psychological, social, economic issues clouding picture; 
toxic and/or multidisciplinary treatments : immediately perform actions under #2 and 
customized actions based on interview; make sure that clinicians know about mental 
conditions, social, and health system factors that may be playing a role and that child/
youth is seen in a timely fashion; have case management Medical Director talk with 
child/youth’s clinicians about expanded differential and potential treatment; facilitate 
mental health referral through pediatrician if possible; include child/youth/caregiver in 
discussions about the role of nonphysical factors in symptoms/treatment 

  VB    Complications and life threat  
 1   Mild risk of premature physical complications or limitations in activities of daily 

living : assure adherence to treatment and troubleshoot barriers that crop up; consider 
transfer back to standard care 

 2   Moderate risk of premature physical complications or permanent and/or 
substantial limitations in activities of daily living : follow through on adherence to 
treatment and troubleshoot barriers that crop up; establish continuity of physical and 
mental condition services, including needed environmental aids, respite care, and 
palliative care; stabilize communication and collaboration among providers and with 
child/youth/caregivers; establish methodology to follow clinically relevant outcomes 
with child/youth and clinicians, e.g., HbA1c, visits to ER, missed work/disability, etc.; 
monitor with case management Medical Director through case conferences; consider 
intermittent long-term contact with patient 

 3   Severe risk of physical complications and serious permanent functional defi cits 
and/or dying : immediately perform actions under #2; include customized actions based 
on interview; assure follow through; intermittent long-term contact with patient until 
risks change; assist with hospice or long-term care, if appropriate 
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   Table A10.3    Psychological domain   

  HP1    Coping with stress  
 1   Restricted coping skills : active listening and child/youth/caregiver education; assure/

encourage counseling for child/youth in coping mechanisms; consider training in stress 
reduction techniques (1–3 sessions, often with a child/youth or school counselor) 

 2   Impaired coping skills with frequent confl icts and/or substance abuse : identify support 
for stressful situations; counseling on coping mechanisms; training in stress reduction and 
confl ict resolution techniques (1–5 sessions, often with a child/youth or school counselor); 
involvement by caregiver and educational system to address school-related issues/stressors; 
adjustments in living/school location/activities, if appropriate; consider talking with 
pediatrician about substance abuse and/or mental health referral for assessment 

 3   Minimal coping skills with dangerous behaviors : immediately perform actions under 
#2; include customized actions based on interview; activate support system or crisis 
management for child/youth in collaboration with providers; mental health assessment 
and intervention, e.g., psychotherapy or medication; encourage substance abuse/
dependence treatment referral 

  HP2    Behavioral health history  
 1   Behavioral conditions resolved or without effect on life activities : regular pediatric 

screens for mental conditions with intervention if appropriate; check for access to 
support from child/youth mental health professionals 

 2   Behavioral conditions that interfered with life activities or required treatment : 
insure understanding of conditions by child/youth/caregiver in lay language; link medical 
and physical conditions, if indicated; assure active and appropriate involvement by child 
psychiatrist and mental health “team” (psychologists, social workers, nurses, substance 
use disorder and other counselors, etc.) when conditions destabilize; primary 
maintenance and continuation treatment provided by pediatrician (medical home) with 
mental health specialist assistance; ongoing assessment of patient symptoms over time; 
communication and unfettered access to physical and mental health records by all 
treating clinicians 

 3   Psychiatric admissions and/or persistent effects on daily function : immediately perform 
actions under #2; include customized actions based on interview; primary involvement and 
treatment by a mental health team for mental conditions working in close collaboration 
with pediatrician who cares for concurrent physical illness; when possible, physical and 
mental health personnel should be located and actively interact in integrated clinic settings 

  HP3    Cognitive development  
 1   Possible developmental delay or immaturity/low IQ : assist in establishing level of 

impairment, including capacity of child to communicate physical needs and symptoms; 
discuss level of impairment and needs with caregivers, educator, and the pediatrician to 
assure appropriate placement in school system; assess need for remedial educational 
assistance and home support; observe 

 2   Delayed development; mild or moderate mental retardation : perform actions under #1; 
assist caregiver/parent and pediatrician in identifying appropriate educational placement 
and support; review performance/adjustment issues with school facility; involve social 
services if needed; assess and assist with home support for child/youth based on functional 
capabilities and respite for caregivers/parents; assess and share child/youth’s ability to 
communicate 

 3   Severe and pervasive developmental delays or profound mental retardation : 
immediately perform actions under #1 and #2; include customized action based on 
interview; work with caregiver, pediatrician, and other clinicians to assure appropriate 
support for child/youth special needs; consider and assist with placement options, if 
necessary 

(continued)
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Table A10.3 (continued)

  HP4    Adverse developmental events  
 1   Traumatic prior experiences/injuries with no impact on child/youth : observe for 

previously unrecognized symptoms; inform pediatrician of traumatic experiences/injuries 
 2   Traumatic prior experiences/injuries with impairment in child/youth : encourage 

referral to medical specialist for toxic exposure/brain injury assessment and/or mental 
health specialist for consideration of psychological intervention; confi rm no further 
exposure to toxic cause; discuss insult and potential consequences with caregiver, 
pediatrician, and case management Medical Director 

 3   Traumatic prior experiences with signifi cant impairment in child/youth : 
immediately perform actions under #2; include customized actions based on interview; 
assure toxic event outcomes are being addressed, e.g., therapy or other mental health 
treatment, change in living situation, etc.; report reportable health events, e.g., abuse 

  CP1    Treatment to adherence  
 1   Ambivalence : educate child/youth/caregivers about illnesses/treatments; discussion 

between case manager and child/youth/caregivers about resistant behaviors using 
motivational interviewing and problem solving techniques to reduce resistance (activity 
best performed sensitively by the case manager or the child/youth’s practitioner when 
she/he has been informed of the problem); inform providers of adherence problems and 
work with them to consider alternative interventions 

 2   Resistance, hostility, indifference : perform actions under #1; include customized 
actions based on interview; review need for other health professional or clinic to provide 
care with case manager’s Medical Director; explore source of resistance, e.g., anxiety, 
home situation, family members, religion, complicated by school setting, culture, 
relationship with treating physician (try to correct) 

 3   Active resistance : immediately perform actions under #1 and #2; include customized 
actions based on interview; work with treating clinicians in considering and instituting 
alternative interventions; if needed, work with case management Medical Director to fi nd 
“second-opinion” practitioners; if irresolvable and pervasive, consider discontinuation of 
case management; report reportable event, e.g., parent treatment refusal for life-
threatening but treatable medical illness in minor 

  CP2    Mental health symptoms  
 1   Mild mental health symptoms : assure pediatric treatment with access to support from 

mental health professionals; unfettered access to physical and mental health records by 
all treating clinicians 

 2   Moderate mental health symptoms : perform actions under #1; include customized 
actions based on interview; assure that acute, maintenance, and continuation treatment is 
being provided by the pediatrician with mental health support and backup; facilitate 
primary maintenance and continuation treatment provided by pediatrician (medical 
home) with mental health specialist assistance, i.e., a child psychiatrist and mental health 
“team” (psychologists, social workers, nurses, substance abuse counselors, etc.) when 
conditions destabilize, become complicated, and/or demonstrate treatment resistance; 
institute symptom documentation recording system; assure crisis plan 

 3   Severe psychiatric symptoms and/or cognitive disturbances : perform actions under 
#1 and #2; include customized actions based on interview; active and aggressive 
treatment for mental conditions by a mental health team working in close collaboration 
with the pediatrician, who cares for concurrent physical illness; when possible, 
geographic colocation of physical and mental health personnel to facilitate ease of 
coordinating treatment; confi rm persistent symptom documentation recording system; 
assure physical and mental health treatment adherence 

(continued)
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 Coping with stress (HP1) are to be differentiated from Mental health symptoms 
(CP2) since they relate more to the ability of the child/youth to respond appropri-
ately to life stresses than the demonstration of psychologically abnormal behaviors. 
Coping issues are generally handled by assisting the child/youth learn more adap-
tive coping skills and modifying the child/youth’s exposure to stressful situations, if 
possible. When problems with coping are associated with dangerous behaviors, 
such as substance dependence or self-damaging actions, then mental health condi-
tions may coexist that also require intervention. Providers involved in the child/
youth’s care should be kept aware of a child/youth’s stress handling capacity.  

    Family/Social Domain 

 Actions related to items in the Family/social domain are intended to address barriers 
to improvement related to diffi culties in forming relationships; establishing social 
connectedness and support; and functioning in a community, the school setting, and 
with peers (Table  A10.4 ). Actions in this domain also include those related to the 
child/youth’s parents’ health and function and their support system. In these latter 
two content areas, actions are often directed specifi cally at helping to improve the situ-
ation of the parent, rather than the child/youth, since defi cits in either can create 
barriers to optimal health for the youth.

Table A10.3 (continued)

  VP    Learning and/or behavioral health threat  
 1   Mild risk of worsening mental health or cognitive symptoms : insure access to 

support; assure/encourage continuous follow-up care with intermittent mental health 
assessments when appropriate; booster sessions for coping and stress reduction when 
needed; educate caregiver about importance of mental health treatment; consider transfer 
back to standard care 

 2   Moderate risk of mental health disorder or more impaired cognitive functioning:  
perform actions under #1; include customized actions based on interview; set up 
maintenance and continuity program which involves the treating pediatrician, clinical 
nurse specialists, and mental health specialists in the pediatric clinic; establish a regular 
symptom documentation system; assist with guidelines for increased mental health team 
involvement in the pediatric clinic to assist with treatment adjustments (best provided in 
an integrated pediatric clinic); address adherence and patient-provider relationship 
issues; involve caregivers in all activities after informed consent obtained 

 3   Severe risk of persistent psychiatric disorder or cognitive impairment with frequent 
health service use : immediately perform actions under #1 and #2; include customized 
actions based on interview; confi rm care continuity; establish verbal, paper, and 
electronic communication capabilities for all clinical professionals working with the 
patient; work with the patient’s clinicians in establishing clinical goals with the patient; 
consider long-term involvement 
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   Table A10.4    Family/social domain   

  HS1    School functioning  
 1   Average to poor school performance and peer associations : observe and initiate 

assistance mechanism if needed 
 2   Disrupted school activity : talk with child/youth, caregiver, and school offi cials to 

clarify cause of situation; consider assisting with care conference; assist in setting up 
help by school counselor; inform pediatrician of school-related activity 

 3   Destructive school activity : immediately perform actions under #2; include customized 
actions based on interview; assist pediatrician with referral for mental health 
assessment; assist in setting up conference with caregiver, school, pediatrician, and other 
health professionals about alternative schooling possibilities, corrective actions; involve 
case management Medical Director if needed 

  HS2    Family and social relationships  
 1   Mild family problems; good social and peer relationships : observe interpersonal 

diffi culties during patient interviews and adjust recommendations to accommodate for 
limitations, i.e., introversion, family discord, etc. 

 2   Signifi cant level of family problems; limited social and peer relationships : 
encourage social skills training (1–6 sessions, often with a counselor, include how to 
talk about health issues), family therapy; foster involvement with family, peers, school, 
social service, or legal system; assess impact of family problems on child/youth health 
issues, address if present; explore alternative socialization opportunities 

 3   Severe family problems; no social or peer relationships : immediately perform actions 
under #1 and #2; include customized actions based on interview; assure social skills 
training; address bullying situation; consider guardianship, school change, altered living 
situation; encourage mental health assessment and treatment if appropriate and/or 
needed through pediatrician; initiate family protective services and remediation if 
appropriate; report reportable health-related issues 

  HS3    Caregiver/parent health and function  
 1   Poor health and/or impairment in at least one caregiver with minimal impact on 

child/youth : document health and/or parental issue; share concern with case 
management Medical Director, school, and treating pediatrician as needed; observe 
child/youth and caregiver interactions to assure minimal negative impact on child/youth; 
if appropriate provide suggestions and support to affected caregiver for defi cits 

 2   Poor health and/or impairment in at least one caregiver with negative impact on 
child/youth : perform actions under #1 but also assist caregiver obtain services and/or 
intervention for defi cits; include customized actions based on interview; consider 
working with pediatrician to involve social services, counseling, medical assistance, 
other medical providers, etc.; review need for social skills training or confl ict 
management 

 3   Poor caregiver health and/or impairment with serious supervision defi cits and/or 
danger for the child/youth : immediately perform actions under #2; include customized 
actions based on interview; work with pediatrician and/or social service to determine 
need for corrective action and/or guardianship; facilitate the initiation of child protective 
services; assist caregiver obtain services and/or intervention for defi cits, including 
physical and/or mental healthcare; report reportable health-related issues 

  CS1    Residential stability  
 1   Inconsistent living situation : make sure that child/youth’s safety, supervision, and 

nourishment needs are being met 

(continued)
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Table A10.4 (continued)

 2   Unstable housing and/or living situation support : in collaboration with the parents if 
possible, initiate contact with social service or other community resources to look into 
housing and food services options; get assistance to help correct the cause of the 
residential instability, e.g., fi nancial limitations, family confl ict, natural disaster, etc.; 
inquire about outcome; use knowledge of community resources to “push the system” 

 3   Unsafe housing situation for child/youth : immediately involve protective services to 
locate a safe living situation for the child/youth, e.g., foster home, youth facility; perform 
actions under #2; include customized actions based on interview; report reportable 
situations 

  CS2    Child/youth support  
 1   Supervision and/or assistance generally available but possible delays : initiate 

assistance mechanism if needed 
 2   Limited supervision and/or assistance readily available : talk with child/youth’s 

caregivers; consider talking with peer families for support; set up with social services or 
other agency to assist patient fi nd needed community resources and assist caregiver/
parent correct supervision disruption; follow up on outcome; use knowledge of 
community resources to “push the system”; involve pediatrician and other health 
professionals in remedying situation 

 3   No supervision and/or assistance readily available : immediately perform actions 
under #2; include customized actions based on interview; involve child protection to 
assist with placement in an alternative location, e.g., foster home, group home, friend’s 
house, relative’s house; report reportable situations 

  CS3    Caregiver/family support  
 1   Assistance generally available but possible delays : initiate assistance mechanism if 

needed 
 2   Limited assistance readily available : talk with needy caregiver’s available personal 

contacts about what they can do to assist the caregiver; set up with social services or 
other agency to assist parent/caregiver fi nd needed community resources, adjust work 
situation, etc.; follow up on outcome; use knowledge of community resources to “push 
the system”; share situation with health professionals 

 3   No assistance readily available : immediately perform actions under #2; include 
customized actions based on interview; consider social services or individualized case 
management assistance for caregiver 

  CS4    School and community participation  
 1   Missing up to 1 day of school/week and few extracurricular activities : explore 

interests, hobbies with the child/youth and encourage initiation of activity; involve 
caregiver/parent in assisting child/youth to attend school more regularly and develop 
peer activities 

 2   Missing average of 2 or more days of school/week with resistance to extracurricular 
activities : assess reasons for resistance with child/youth, caregiver, and school; clarify 
school’s understanding of child/youth health needs; assess reasons for peer activity 
nonparticipation, including health of child/youth; share information with pediatrician; 
collaborate with caregiver, educators, child/youth, and care providers in developing a 
remedial plan 

 3   School nonattendance with no extracurricular activities or community connections : 
immediately perform actions under #1 and #2; include customized actions based on 
interview; explore alternative ways to interact with peers; consider case management 
conference with caregivers, school personnel, pediatrician, mental health professionals, 
other and work with them on potential solutions; follow through on initiated activities 

(continued)
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   The focus of the Family/social domain is on assuring the optimal health and 
well- being of the child/youth, though it includes the assessment of complexity issues 
related to the parent. To the extent that the child/youth’s case manager can address 
caregiver/parent-related barriers to improvement within a reasonable time frame, 
they should be included in the assist actions of the case manager. There are, however, 
some situations in which the needs of the parent are so severe that they are in excess 
of the time available for the case manager to effect change. In such situations, the 
parent should be assigned his/her own case manager or connected with community 
resources in an effort to obtain needed assistance. Since this is not always possible, 
involvement of child protective services for the child/youth may be necessary. 

 In several family/social domain items, e.g., Family and social relationships 
(HS2), Caregiver/parent health and function (HS3), and Residential stability (CS1), 
the level of need identifi ed may be due to illegal family unit actions. In these situa-
tions, the case manager may be required either by law or necessity to personally 
report or to work with the treating practitioners in reporting to oversight authorities 
situations that are dangerous to the child/youth. In these situations, it is important 
for case managers, who are health professionals with legal reporting obligations, to 
know when and how to take action when it is necessary.  

    Health System Domain 

 Actions related to items in the Health system domain are intended to correct barriers 
to care access at a system level, to repair child/youth and/or parent-doctor interac-
tions, to help patients get needed health services, and to assure that the clinicians 
treating the child/youth talk with each other and coordinate their care so that the 
child/youth returns to optimal health (Table  A10.5 ).

   Health system domain actions should be customized to the health business prac-
tices used in each country or state so that barriers to care can be systematically 
corrected.   

Table A10.4 (continued)

  VS    Family/school/social system vulnerability  
 1   Some risk of housing, family, school, social needs : see if current location can 

accommodate potential need; consider transfer back to standard care 
 2   Risk of need for alteration in housing, family, school, social situation in the 

foreseeable future : continue to work with family; assist, engage, and push social 
service to fi nd resources and make ready the procedures for help and/or placement; 
follow up on outcome; use knowledge of community resources to “push the system” 

 3   Risk of need for alteration in housing, family, school, social situation now and for 
the foreseeable future : immediately perform actions under #2; include customized 
actions based on interview; attempt to set up long-term social service assistance 
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   Table A10.5    Health system domain   

  HHS1    Access to care  
 1   Some limitation in accessing care:  assist in identifying culturally sensitive willing 

providers, interpretation services, and assuring timely appointments 
 2   Diffi culties in accessing care : work with child/youth/caregiver in fi nding health 

insurance, in identifying culturally sensitive willing providers, and in assuring timely 
appointments (use conference calls if necessary); assist in “fl exing benefi ts” (with 
health plan) when possible to get appropriate care (go up the supervisory ladder); 
connect physical and mental health support for services; assist with appeals of 
inappropriately denied care (use case management Medical Director, if necessary) 

 3   No adequate access to care : immediately perform actions under #2; include 
customized actions based on interview; enlist social service to assist with actions in 
#2 and in fi nding insurance product or general assistance clinic; assist with post-ER 
and hospitalization follow-up locations; advocate for child/youth 

  HHS2    Treatment experience  
 1   Negative child/youth or caregiver experience with healthcare providers : assess 

for adherence to assessment and treatment recommendations; periodically ask about 
current relationship with clinical staff; help with asking questions of practitioners 

 2   Child/youth and/or caregivers dissatisfaction with or distrust of doctors; 
multiple and/or inconsistent providers : assess types of confl icts with practitioners 
and confl ict resolution supports at health center; adjudicate confl ict when possible 
(directly or indirectly); foster communication between child/youth/caregiver and 
practitioner about confl icts; assist in getting to a preferred provider if possible where 
outcomes would be better; involve case management Medical Director for assistance 

 3   Repeated major child/youth or caregiver confl icts with or distrust of doctors, 
frequent ER visits, or involuntary admissions : immediately perform actions under 
#2; include customized actions based on interview; assist in fi nding someone to work 
with child/youth or caregiver/parent on confl ict resolution techniques; involve the 
case management Medical Director to talk with practitioners about relationship; 
consider assisting child/youth and caregiver/parent fi nd another professional or 
location of care; mental health consultation to assess for personality or chemical 
dependence issues contributing to confl ict 

  CHS1    Getting needed services  
 1   Some diffi culties getting to appointments or needed services : review correlation 

of disorders with treatment being given; check for barriers; assist with fi nding 
money for medications and needed services 

 2   Routine diffi culties in coordinating and/or getting to appointments or needed 
services : assess alternative care locations and practitioner availability; review options 
with the child/youth/caregiver and assure timely access; consider accessing services 
through telemedicine; assist with fi nding money for medications and needed services; 
help child/youth get same-day appointments for different problems; check for 
fl exibility in current clinic system; help child/youth and caregiver fi nd needed 
medical and mental health specialists and set up appointments (out of region if 
necessary); review diffi culties with pediatrician (medical home) 

 3   Inability to coordinate and/or get to appointments or needed services : immediately 
perform actions under #2; include customized actions based on interview; establish 
pediatric medical home; work with pediatrician (or specialty physician) to coordinate 
services, e.g., diabetologist for brittle diabetic child/youth; assist with transportation for 
child/youth/caregiver and coordination of assessments/follow-ups; enlist assistance of 
community agencies and social services 

(continued)
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Table A10.5 (continued)

  CHS2    Coordination of care  
 1   Limited practitioner communication and coordination of care : encourage record 

sharing and communication among all clinicians, including mental health and 
complementary medicine; open links for important communication 

 2   Poor communication and coordination of care among practitioners : determine 
and augment communication links between physical and mental health practitioners; 
assure note sharing among clinicians working with child/youth; assist in coordinating 
appointments and transportation; help child/youth get same-day appointments for 
different problems; investigate availability of integrated clinics (medical home); 
determine reason for missed appointment (overcome barriers); assist with transition 
from pediatric care to adult practitioner care 

 3   No communication and coordination of care among practitioners : immediately 
perform actions under #1 and #2; include customized actions based on interview; 
serve as link for child/youth with various practitioners, i.e., fax accumulated clinical 
information to practitioners after release of information obtained; talk with treating 
practitioners on behalf of child/youth but also educate caregivers/parents on how to 
do so; create alternatives to emergency room use; enlist assistance from case 
management Medical Director to try to establish a medical home 

  VHS    Health system impediments  
 1   Mild risk of impediments to care : assure insurance benefi ts cover health needs; 

assist in maintaining coverage; review practitioner communication procedures; 
consider transfer back to standard care 

 2   Moderate risk of impediments to care : work with child/youth/caregiver, 
practitioner providing medical home, social services, and community agencies to 
establish the best health setup possible in the region; assist in fi nding insurance 
products, needed providers, and communicating clinic systems; pay special attention 
to physical and mental health links 

 3   Severe risk of impediments to care : immediately perform actions under #2; include 
customized actions based on interview; help child/youth and caregiver fi nd and 
establish a medical home that will persist over time; assist in overcoming barriers to 
practitioner involvement with child/youth; consider setting up a physical and mental 
health clinicians case conference; attempt to enlist assistance of community-based 
case manager (public health); assure insurance benefi ts cover health needs; assist in 
maintaining coverage; review and assist with practitioner communication procedures 

  Used with permission from The Integrated Case Management Manual: Assisting Complex Patients 
Regain Physical and Mental Health by Kathol RG, Perez R, Cohen JS, 2010, Springer Publishing 
Company. Copyright 2010 by Springer Publishing Company   

Appendix 10: Pediatric ICM-CAG Item Anchor Point Actions 



289© Springer International Publishing Switzerland 2016 
R.G. Kathol et al., Physician’s Guide, DOI 10.1007/978-3-319-28959-5

    Appendix 11 : Understanding 
“Complexity  Assessments  ” for Children/Youth 
and Families Helped by Integrated Case 
Management 

 One of the greatest challenges for families of children/youth with health problems 
in the US health system is identifying the barriers that prevent them from gaining 
better control of their illnesses and improving their level of health. Only part of 
persistent health diffi culties has to do with fi nding the right providers and getting 
the right treatment. Many other factors unrelated to an illness come into play that 
create barriers to improvement. The Pediatric Integrated Case Management- 
Complexity Assessment Grid (PICM-CAG) was developed to uncover health- 
related and non-health-related life circumstances that interfere with a child/youth 
and his/her family’s ability to stabilize the child/youth’s health (see below). 

 The Pediatric Integrated Case Management-Complexity Assessment Grid (PICM-
CAG), based on work by members of the INTERMED Foundation in Europe but 
designed and tested by Cartesian Solutions, Inc.™ and the Case Management Society 
of America (CMSA), is a complexity assessment tool now used throughout the 
United States by health professionals (mainly case managers), in collaboration with 
children/youth and their families to untangle changeable circumstances that interfere 
with the child/youth’s ability to get better. The PICM- CAG is divided into four 
domains, the biological, psychological, social, and health system, with 25 identifi ed 
factors associated with challenges to health improvement. Each domain contains his-
torical, current state, and vulnerability time frames with items scored based on their 
health concern seriousness and the immediacy of need using a zero to three color-
coded scale. Much like a traffi c light, red indicates a potentially signifi cant barrier to 
health, while green suggests that there are no worries. Yellow and orange suggest 
intermediate risk. 

 The PICM-CAG is scored by a health professional, generally an experienced and 
specially trained case manager, after a discussion with the child/youth having diffi -
culty with his/her health and his/her family. After completion of the dialogue and 
scoring of the PICM-CAG, the case manager often shares a “scored” printout of the 
health complexity grid to ensure that his/her impressions of strengths, risk, and need 
are consistent with the way the child/youth having health diffi culties and the family 
understand the situation. Review of the scored grid often leads to scoring adjustments 
and then a mutually agreed-upon course of action designed to help the child/youth 
regain health and function. Importantly, the PICM-CAG is forward looking and 
action oriented. Together, in coordination with the child/youth’s clinicians, the family 
unit and manager take action to reclaim health (Table  A11.1 ). 
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  Biological Domain Items 

   HB1 : physical illness chronicity  
   HB2 : physical health diagnostic dilemma, prenatal exposures  
   CB1 : physical illness symptom severity and impairment  
   CB2 : current diffi culties in diagnosis and/or treatment  
   VB : risk of physical complications and life threat   

  Psychological Domain Items 

   HP1 : problems handling stress and/or problem solving  
   HP2 : prior mental condition diffi culties  

   Table A11.1    PICM-CAG scoring sheet   
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   HP3 : cognitive state and capabilities  
   HP4 : early adverse physical and mental health events  
   CP1 : treatment non-adherence  
   CP2 : current mental condition symptom severity  
   VP : risk of persistent personal barriers or poor mental condition care   

  Social Domain Items 

   HS1 : attendance, achievement, and behavior at school  
   HS2 : child/youth living environment and interactions  
   HS3 : caregiver physical and mental health condition and function  
   CS1 : food and housing situation  
   CS2 : child/youth support system  
   CS3 : caregiver/parent support system  
   CS4 : aptitude-correlated academic and social success  
   VS : risk for home/school support or to supervision needs   

  Health System Domain Items 

   HHS1 : health system-related access to appropriate care  
   HHS2 : problems with doctors or the health system  
   CHS1 : ability to and ease of getting needed services  
   CHS2 : coordination of and transitioning to age-appropriate care  
   VHS : risk of persistent poor access and/or coordination of services      
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 One of the greatest challenges for children/youth with health problems in the US 
health system is identifying the barriers and obstacles that prevent them from gain-
ing better control of their illnesses and improving their level of health. Only part of 
persistent health diffi culties has to do with fi nding the right providers and getting 
the right treatment. Many other factors unrelated to an illness come into play that 
create barriers to improvement. The Pediatric Integrated Case Management- 
Complexity Assessment Grid (PICM-CAG) was developed to uncover health- 
related and non-health-related life circumstances that interfere with a child/youth’s 
ability to stabilize his/her health (see below). 

 The Pediatric Integrated Case Management-Complexity Assessment Grid 
(PICM-CAG), based on work by members of the INTERMED Foundation in 
Europe but designed and tested by Cartesian Solutions, Inc.™ and the Case 
Management Society of America (CMSA), is a complexity assessment tool now 
used throughout the United States by health professionals (mainly case managers), 
in collaboration with the child/youth and his/her family to untangle changeable cir-
cumstances that interfere with the child/youth’s ability to get better. The PICM- 
CAG is divided into four domains, the biological, psychological, social, and health 
system, with 25 identifi ed factors associated with challenges to health improve-
ment. Each domain contains historical, current state, and vulnerability time frames 
with items scored based on their health concern seriousness and the immediacy of 
need using a zero to three color-coded scale. Much like a traffi c light, red indicates 
a potentially signifi cant barrier to health, while green suggests that there are no 
concerns. Yellow and orange suggest intermediate risk. 

 The PICM-CAG is scored by an integrated case manager with instruction in work-
ing with youth and families. (Table  A12.1 ) Integrated case managers are trained in the 
scripted open-ended discussion with children/youth and parents and in the use of the 
corresponding PICM-CAG. After completion of the dialogue and the use of validated 
and reliable “anchored” scoring of the PICM-CAG, the case manager shares a 
“scored” printout of the health complexity grid, often with explanatory notes, with the 
child/youth’s clinicians with appropriate consent. Information in the PICM-CAG 
often describes pertinent non-illness-related barriers to improvement about which 
clinicians are unaware, such as trouble fi nding a specialist, a disruptive living 
situation, limited fi nancial resources, a comorbid mental condition, parent challenges, 
etc. This information opens the door to collaboration among the case manager, the 
child/youth, the parents, and the clinicians involved in the child/youth’s care in over-
coming illness- and non-illness-related factors that lead to persistent illness, illness 
complications, impaired function, and high health service use and cost. 

    Appendix 12: Understanding “ Complexity 
Assessments” for Clinicians with Children/
Youth in Integrated Case  Management   
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  An integrated case manager is usually a nurse or social worker with specialized 
interdisciplinary training in complexity assessment and medical and behavioral 
healthcare support practices. They do not “treat” patients. Rather, they assist (partner 
with) the clinicians working with patients who have complicated, comorbid, and often 
treatment resistant health conditions. In collaboration with physicians, the child/youth 
and their family units, case managers help reverse disease and non- disease- related 
circumstances that lead to poor clinical, functional, and cost outcomes.

  Biological Domain Items 

   HB1 : physical illness chronicity  
   HB2 : physical health diagnostic dilemma, prenatal exposures  
   CB1 : physical illness symptom severity and impairment  

   Table A12.1    PICM-CAG scoring sheet   
  v   
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   CB2 : current diffi culties in diagnosis and/or treatment  
   VB : risk of physical complications and life threat   

  Psychological Domain Items 

   HP1 : problems handling stress and/or problem solving  
   HP2 : prior mental condition diffi culties  
   HP3 : cognitive state and capabilities  
   HP4 : early adverse physical and mental health events  
   CP1 : treatment non-adherence  
   CP2 : current mental condition symptom severity  
   VP : risk of persistent personal barriers or poor mental condition care   

  Social Domain Items 

   HS1 : attendance, achievement, and behavior at school  
   HS2 : child/youth living environment and interactions  
   HS3 : caregiver physical and mental health condition and function  
   CS1 : food and housing situation  
   CS2 : child/youth support system  
   CS3 : caregiver/parent support system  
   CS4 : aptitude-correlated academic and social success  
   VS : risk for home/school support or supervision needs   

  Health System Domain Items 

   HHS1 : health system-related access to appropriate care  
   HHS2 : problems with doctors or the health system  
   CHS1 : ability to and ease of getting needed services  
   CHS2 : coordination of and transitioning to age-appropriate care  
   VHS : risk of persistent poor access to and/or coordination of services      
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    Appendix 13:  Notifi cation Letter 
to Patient’s Clinician(s)   

  (Date)  
 Dr.  (Name)  
  (Address)  
 Re:  Patient  
 Dear Dr.  (Name) , 

  (Referring Entity)  has contracted with  (Case Manager/Company) to  provide inte-
grated case management (ICM) services for your patient  (Name).  ( Referring Entity)  
is committed to assisting its patients with complex health situations in achieving the 
best possible health outcomes. The role of the ICM manager is to be an adjunct to the 
care you are providing by assisting with appropriate health education, coordination 
of care, and support and by acting as a patient advocate. We also assist patients with 
what we term “non-clinical” barriers to improvement, such as fi nding transportation 
to appointments, assuring communication among providers, fi nding needed care ser-
vices, accessing housing resources, and involving social services. 

 As the assigned ICM manager for  (Name of Patient) , it is my desire to establish 
a collaborative relationship with you while working with  (her/him) . We have found 
that by using the ICM approach (brief description attached), patients with complex 
health and life situations can achieve better health outcomes and are more adherent 
to prescribed treatment plans. Enclosed you will fi nd a consent signed by  (Name of 
Patient or Parent/Guardian)  allowing me to receive protected health information 
from you and your clinic. I would be happy to discuss how I might be of assistance 
to you and  (Name of Patient)  during the next several months or to further explain 
my activities with your patient. You may contact me at  (Phone number).  

 Please place copies of this  letter   and the enclosed HIPAA authorization in the 
patient’s chart for easy reference.  Referring Entity  thanks you in advance for your 
consideration and I look forward to assisting you with  (Name of Patient )’s care. 

 Sincerely, 
  (Name of ICM Manager)  
 Cc: fi le, patient  
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 I want to participate in the Integrated Case Management Program provided by repre-
sentatives affi liated with the (name of company, hospital, etc.). I authorize the release 
of my protected health information for the purposes of collaboration/consultation 
among my healthcare team for the development, implementation, and evaluation 
of an integrated case management plan of care focused upon achieving optimal 
outcomes and a return to a healthy productive life. 

 The information to be released includes the following:

 □ Physical and mental healthcare provider 
notes, records, reports 

 □ Other 

 □ Substance use disorder treatment notes    _________________________________ 
 □ Case/disease management notes    _________________________________ 
 □ Consultation reports 
 □ Radiology and lab reports 
 □ Other notes and reports 

   This information is to be released to the following: 
  (Check all that apply) 

  (Insurance company divisions/subcontractors)    Employer/public program 
subcontractors  

 □ Disease management clinicians  □ Disability management clinicians 
 □ Case management clinicians  □ Employee assistance program 
 □ Healthy start clinicians  □ Health risk management clinicians 
 □ Nurse line  □ Safety 
  Workers compensation    Health providers  
 □ Comprehensive managed care  □ Clinicians providing my care 

   I have been informed that:

   □ Information will be disclosed/requested only when necessary for the collabora-
tion/consultation relative to healthcare and management services.  

  □ I have a right to request a copy of any information disclosed.  
  □ I am not legally obligated to provide this informed authorization; however, 

declining to do so may hinder my healthcare team members from providing 
complete services for me.  

  □ I understand that the Integrated Case Management Program is voluntary and I 
may revoke this consent in writing at any time. This release form expires auto-
matically 1 year after signing or upon termination of health services related to 
(name of company, hospital, etc.).  

  □ I understand that treatment and payment may not be conditioned on this 
authorization.  

    Appendix 14:   Universal Consent Form   
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  □ Information disclosed may be subject to re-disclosure by recipient and may no 
longer be protected by federal privacy laws.  

  □ If I so choose, I may designate a representative for my healthcare team to work 
with on my behalf. I designate  ______________________   (print)  as my repre-
sentative  _______________________   (relationship to client) .    

  Patient’s printed fi rst and last name ___________________________________  

  Patient signature ___________________________________________________ 
Date____________  

  Date of birth _________________________________________  

  Health plan, hospital, or clinic identifi cation number ______________________  

  Used with permission from The Integrated Case Management Manual: 
Assisting Complex Patients Regain Physical and Mental Health by Kathol RG, 
Perez R, Cohen JS, 2010, Springer Publishing Company. Copyright 2010 by 
Springer Publishing Company   .   
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 Each of the Integrated Case Management-Complexity Assessment Grid (ICM- CAG) 
anchor points is designed to inform actions by ICM managers. The following is a 
list of actions that could be considered when a patient has a specifi c score on an item 
in the ICM-CAG.  The actions listed below are not considered exhaustive but rather 
representative of the types of action that an ICM manager should consider on behalf 
of a patient.  Actions by ICM managers should be taken in an attempt to correct 
barriers to health improvement, the primary goal in using the ICM-CAG, and the 
central aim when working with patients with health complexity. 

 In this Appendix, actions are delineated for each score on each item in the ICM- 
CAG. It should be noted that items within the grid are also often connected with each 
other. As a result, the ICM manager should not just consider the actions associated 
with an item score as he/she creates a care plan to assist a patient but should also con-
sider how the item score relates to other items in the grid. For instance, a patient may 
change doctors often due to poor trust of doctors and/or the health industry (a score of 
“2” on HHS2). As a result, the patient may be non-adherent to treatment (a score of 
“3” on CP1). Since poor trust by such a patient is connected with non-adherence, 
actions on both items should be considered in tandem, e.g., discuss barriers related to 
trust with the patient and his/her doctors (HHS2) and use education and motivational 
interviewing techniques to improve the patient’s adherence (CP1). 

 Instructions to ICM Managers:

    1.    The ICM-CAG assesses complexity (Table  A15.1 ). Each item score (also called 
a “cell score”) on the ICM-CAG suggests actions by the ICM manager working 
on behalf of the patient and/or the patient on his/her own behalf within a speci-
fi ed time frame. A score of “1” (yellow) suggests the need for monitoring/pre-
vention; “2” (orange) to do something soon, i.e., intervene or develop a plan; and 
“3” (red) for immediate intervention or plan implementation. To the extent pos-
sible, activities by the ICM manager and the patient should be a part of a patient- 
manager developed care plan with goals and objectives. These care plans must 
then be communicated to the patient’s practitioners with a request for their active 
participation.

       2.     All care plans will include education of the patient and, when appropriate, sig-
nifi cant others about the patient’s illnesses, the interaction of illnesses, and 
treatments . Often the ICM manager will provide information about diseases or 
help the patient formulate questions for his/her physicians. Physicians and other 
treating professionals should serve as the primary arbiter of information and 
treatment when possible. Thus, communication between the ICM manager and 
the patient’s clinicians is also important.   

     Appendix 15:  Adult ICM-CAG Item Anchor 
Point Actions   
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   3.    ICM managers do not treat patients; they provide ancillary support that is likely 
to improve outcomes, break down barriers, and assist with health system naviga-
tion. Since the patient’s clinicians are the focal point of effective treatment, it is 
important for ICM managers to form alliances with the patient’s treatment team 
as they work with the patient. Sending an introductory note (Appendix 13) and 
an ICM descriptive fl ier (Appendix 17) to practitioners can facilitate this alli-
ance. ICM managers should also point out that the intended duration of their 
involvement with the patient is usually measured in weeks to months.   

   4.    Many of the cells on the ICM-CAG are associated with barriers to treatment 
adherence. Though Treatment adherence (CP1) captures the fact that non- 
adherence is a problem, it does not uncover the reason, several of which are 
listed in Appendix 18. Since non-adherence is associated with worse clinical 
outcome, the ICM manager and patient should work together in all domains and 
in all cells to reverse barriers that contribute to treatment non-adherence.   

   5.    No action is required for items in which a score of “0” is made.     

    Biological Domain 

 Actions related to items in the biological domain are intended to address barriers to 
improvement for physical conditions and their symptoms (Table  A15.2 ). In all situations, 
except for anchor point “3” on item CB2 “Diagnostic/therapeutic challenge,” these items 
refer specifi cally to taking action related to the physical health issues themselves. In fact, 
it is this activity that forms the core of traditional case management, which focuses on 
correction of inconsistent adherence to evidence-based treatments, on improving pro-
vider communication, and in establishing collaborative care for physical illness.

   The CB2 anchor point score “3” includes nonphysical factors as a cause of physi-
cal symptoms, such as when a psychiatrically ill patient presents with somatic pre-
occupation of a physical disorder in the absence of objective medical fi ndings, or for 
treatment challenges, such as having no interpreters to inform a non-native- speaking 
patient about illness fi ndings and treatment. For CB2 anchor point score “3,” ICM 
manager actions necessarily include those that will overcome both physical and 
nonphysical illness-related barriers to improvement, such as treating a depression or 
accessing telephonic interpreter services. 

 In the current healthcare environment, few general medical clinicians consider 
addressing issues that seem unrelated to physical illness. Even in patients with what 
would be considered “subsyndromal” Mental health symptoms (CP2), minor men-
tal health symptoms can and do contribute to poor physical health outcomes and can 
be the tipping point from persistent biological symptoms and treatment nonresponse 
to health stabilization and reduced impairment. In patients who score “3” on CB2 
even when CP2 or other nonbiological items are scored “1” or “2,” i.e., at a lower 
level, these other areas of concern that are exacerbating the physical illness burden 
would need to be addressed at an earlier point in the ICM process.  
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   Table A15.2    Biological domain   

  HB1    Chronicity  
 1   More than 3 months of physical dysfunction or several periods of less than 3 

months : review patient’s understanding of persistent dysfunction; observe to see if 
condition turns chronic with physical limitations; assure primary care or specialist 
follow-up 

 2   A chronic disease : review patient’s understanding of chronic illness and treatment; 
simplify and assist with systematic approach to illness control; assure active 
involvement and collaboration by primary care physician and medical specialists; 
confi rm assessments of patient symptoms and/or clinical outcomes are measured over 
time, e.g., diabetic neuropathy, HbA1c, etc.; enable unfettered access to physical health 
and mental health records by all treating clinicians 

 3   Several chronic diseases : immediately perform actions under #2; detailed review of 
understanding of illnesses and treatments; ICM Medical Director discusses follow-up 
needs with primary care provider 

  HB2    Diagnostic dilemma  
 1   Easy diagnoses : observe for changes in clinical status 
 2   Diagnostic dilemma with single or multiple conditions solved : bring in ICM Medical 

Director to review if it is outside the case manager’s level of expertise to get a “big 
picture” assessment of the accuracy of diagnoses and treatment; review diagnoses, 
interventions, and treatments for fi delity with the patient’s course and improvement with 
treatment; assess attitude of patient about diagnosis and work-ups and educate about 
process with ICM Medical Director help; facilitate doctor-to-doctor communication; 
assure assessment for concurrent mental conditions has been done and treatment is 
being given; diplomatically communicate discordant understanding between patient and 
clinicians; discuss ways that case management can assist her/him in improving 
outcomes 

 3   Diagnostic dilemma not solved despite considerable diagnostic efforts : immediately 
perform actions under #2; case manager serves as a link among physicians caring for 
patient, the ICM Medical Director, and the patient to maintain communication, 
collaboration, and outcome orientation; seek patient’s input about unresolved problems 

  CB1    Symptom severity/impairment  
 1   Mild symptoms; no functional impairment : observe; review for less invasive, less 

expensive treatment options 
 2   Moderate to severe symptoms; impairment present : ensure that treatment and 

follow-up provided are coordinated through efforts of primary care and specialty 
medical physicians; activate ongoing assessment of patient symptoms over time, e.g., 
labs, X-rays, complications, etc.; enable unfettered access to physical health and mental 
condition records by all treating clinicians; evaluate patient’s understanding of illness 
and impairment and educate if appropriate; delineate impairments and ensure 
rehabilitation and support measures; maximize adherence 

 3   Severe symptoms leading to inability to perform activities of daily living : 
immediately perform actions under #1 and #2; fi nd out what works best for the patient; 
assist with ongoing communication among practitioners; enlist family assistance when 
available; consider alternative treatment settings, living arrangements, rehabilitation 
services; augment home care availability; engage ICM Medical Director assistance and 
suggestions 

  CB2    Diagnostic/therapeutic challenge  
 1   Quick diagnoses expected with easy treatments : assure coordination of services 

(continued)
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Table A15.2 (continued)

 2   Diffi cult to diagnose and treat; physical cause/origin and treatment expected : 
scrupulously ensure that patient is following through on evaluations and treatments; 
make sure that clinicians know the outcomes of exams and tests done by colleagues; 
assist in measuring outcomes of interventions; maintain communications with and 
between patient and clinical team, e.g., using IM-CAG results; have ICM Medical 
Director review case for additional ideas and talk to clinicians; assist patient in getting 
answers to questions about health from practitioners; discuss setting up a case 
conference among clinicians with patient and ICM Medical Director 

 3   Diffi cult to diagnose and treat; psychological, social, economic issues cloud picture : 
immediately perform actions under #2; make sure that clinicians know about mental 
conditions, social, and/or health system factors that may be playing a role; confi rm that 
the patient is being seen in a timely fashion by appropriate practitioners; have ICM 
Medical Director talk with patient’s clinician about expanded differential and potential 
additional treatments; facilitate mental health referral through primary care physicians; 
discuss role of nonphysical health factors in medical symptom persistence and treatment 
resistance with patient; ensure that assessment for concurrent mental conditions has 
been done and that treatment is being given 

  VB    Complications and life threat  
 1   Mild risk of premature physical complications or limitations in activities of daily 

living : ensure adherence to treatment and troubleshoot barriers that crop up; consider 
transfer back to standard care 

 2   Moderate risk of premature physical complications or permanent and/or 
substantial limitations in activities of daily living : address issues causing non- 
adherence to treatment; establish continuity of physical and mental condition services; 
stabilize communication and collaboration among providers and patient; establish 
methodology to follow clinically relevant outcomes with patient and clinicians, e.g., 
HbA1c, visits to ER, missed work/disability, etc.; monitor with ICM Medical Director 
through case conferences; consider intermittent long-term contact with patient 

 3   Severe risk of physical complications and serious functional defi cits and/or dying : 
immediately perform actions under #2; ensure physical health condition assessment and 
treatment follow through; intermittent long-term contact with patient until risks change; 
assist with hospice and long-term care; discuss exploring alternative providers with 
patient after discussion with ICM Medical Director 

    Psychological Domain 

 Actions related to items in the psychological domain are intended to address barri-
ers to improvement related to health behaviors, coping styles, prior mental condi-
tions, and current psychiatric symptoms (Table  A15.3 ).

       Social Domain 

 Actions related to items in the social domain are intended to address barriers to 
improvement related to diffi culties in forming and/or maintaining relationships, 
establishing social connectedness and support, living arrangements, function in a 
community, or success in the job setting and with coworkers (Table  A15.4 ).
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   Table A15.3    Psychological domain   

  HP1    Coping with stress  
 1   Restricted coping skills : provide active listening and patient education; consider 

referral for counseling on coping mechanisms or training in stress reduction techniques 
(1–3 sessions with a counselor) 

 2   Impaired coping skills with frequent confl icts and/or substance abuse : identify 
support for stressful situations; encourage referral for counseling on coping 
mechanisms; enable training in stress reduction and confl ict resolution techniques (1–5 
sessions with a counselor); involve employee assistance program (EAP) to address 
worksite-related stressors; suggest adjustments in living/work location/activities; 
endorse screening and brief intervention for alcohol abuse (SBIRT); consider talking 
with primary care physician about substance use and potential need for chemical 
dependence referral 

 3   Minimal coping skills with dangerous behaviors : immediately perform actions under 
#2; assure coping and stress management training or crisis management for patient in 
collaboration with providers; encourage providers to refer for behavioral health 
assessment and intervention, e.g., cognitive behavioral therapy (CBT), dialectic 
behavior therapy (DBT), or medication 

  HP2    Behavioral health history  
 1   Behavioral conditions resolved or without effect on life activities : ensure regular 

primary care screens for mental conditions with intervention; check for access to 
support from mental health professionals 

 2   Behavioral conditions that interfered with life activities or required treatment : 
insure understanding of potential for recurrence of mental health conditions by patient 
in lay language; link potential for medical and physical condition interactions, if 
indicated; facilitate psychiatrist and mental health “team” (psychologists, social 
workers, nurses, substance use disorder and other counselors, etc.) access and support 
when conditions destabilize; confi rm maintenance and continuation treatment provided 
by primary care professionals (medical home) with mental health specialist assistance; 
ensure ongoing assessment of patient symptoms over time, e.g., PHQ-9, GAD-7, etc.; 
activate communication and unfettered access to physical and mental health records by 
all treating clinicians 

 3   Psychiatric admissions and/or persistent effects on daily function : immediately 
perform actions under #2; encourage primary involvement and treatment by a mental 
health team for mental conditions working in close collaboration with primary care 
physicians who care for concurrent physical illness; facilitate involvement by colocated 
physical and mental health clinicians who actively interact in an integrated clinic setting 

  CP1    Treatment adherence  
 1   Ambivalence : educate patient/family about illnesses; initiate discussions with patient 

about resistant behaviors using motivational interviewing and problem solving 
techniques to reduce resistance; explore reason for poor adherence and address 
(Appendix 5-4); inform providers of adherence problems and work with them to 
consider alternative interventions, if needed 

 2   Resistance, hostility, indifference : review need for other health professional or clinic to 
provide care with case manager’s Medical Director; actively explore and attempt to 
reverse other sources of resistance, e.g., family member’s negativism, religious 
objections, cultural infl uences, relationships with treating physician 

 3   Active resistance : immediately perform actions under #1 and #2; work with treating 
clinicians in considering and instituting alternative intervention; work with ICM 
Medical Director to fi nd “second-opinion” practitioners; consider discontinuation of 
ICM for irresolvable and pervasive resistance 

(continued)
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       Health System Domain 

 Actions related to items in the health system domain are intended to address barriers 
to improvement caused by diffi culties in accessing services, trusting and working 
with clinicians, getting to and coordinating appointments, and/or coordinating 
services among the patient’s providers and clinic settings (Table   A15.5  ).

   There is a tendency for those working in different countries to think that the 
actions related to the items below do not fi t their health system. For instance, in the 

Table A15.3 (continued)

  CP2    Mental health symptoms  
 1   Mild mental health symptoms : ensure primary care treatment with access to support 

from mental health professionals; facilitate unfettered access to physical and mental 
health records by all treating clinicians 

 2   Moderate mental health symptoms : ensure that acute, maintenance, and continuation 
treatment is being provided by primary care physicians with mental health support and 
backup; facilitate primary maintenance and continuation treatment provided by primary 
care physician (medical home) with mental health specialist assistance, i.e., a 
psychiatrist and mental health “team” (psychologists, social workers, nurses, substance 
abuse counselors, etc.) when condition destabilizes, becomes complicated, and/or 
demonstrates treatment resistance; assist with instituting symptom documentation 
recording system, such as PHQ-9, GAD-7, etc.; assure crisis plan is available 

 3   Severe psychiatric symptoms and/or behavioral disturbances : perform actions under 
#1 and #2; support active and aggressive treatment for mental conditions by a mental 
health team working in close collaboration with primary care physicians, who care for 
concurrent physical illness; facilitate the use of geographically colocated physical and 
mental health personnel to ease coordination of treatment; confi rm persistent symptom 
documentation recording system, such as PHQ-9, GAD-7, etc.; ensure physical and 
mental health treatment adherence 

  VP    Behavioral health threat  
 1   Mild risk of worsening mental health symptoms : ensure access to support; ensure/

encourage continuous follow-up care with intermittent mental health assessments, when 
appropriate; suggest booster sessions for coping and stress reduction, when needed; 
consider transfer back to standard care 

 2   Moderate risk of worsening mental health symptoms : set up maintenance and continuity 
program which involves the treating primary care physicians, clinical nurse specialists, and 
mental health specialists; assist in establishing a regular symptom documentation system, 
such as PHQ-9, GAD-7, etc.; facilitate guideline development for mental health team 
involvement with patient in the primary care clinic to assist with treatment adjustments 
(best provided in an integrated primary care clinic); address adherence and patient-provider 
relationship issues; involve caregivers in medical and behavioral health accountability after 
informed consent obtained; institute verbal, paper, and electronic communication 
capabilities for all clinical professionals working with the patient 

 3   Severe and persistent risk of psychiatric disorder with frequent health service use : 
immediately perform actions under #1 and #2; confi rm care continuity with both general 
medical and mental health specialists; work with the patient’s clinicians in establishing 
collaborative clinical goals with the patient; consider long-term involvement 
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   Table A15.4    Social domain   

  HS1    Job and leisure  
 1   A job; few leisure activities : explore interests, hobbies with the patient and encourage 

rekindling activity 
 2   At least 6 months unemployed (but employable); leisure activities : assist patient in 

getting disability assistance, exploring schooling opportunities, etc.; educate patient on 
how to get public assistance for living and healthcare needs; set up with social service, 
job fi nding services, vocational rehabilitation, or other community resources if a new 
job is a possibility; follow-up; continue encouraging patient initiated activities 

 3   At least 6 months unemployed (but employable); few leisure activities : immediately 
perform actions under #1 and #2; explore impact of no job and few activities on health 
access; explore community resources with patient 

  HS2    Relationships  
 1   Mild social dysfunction; interpersonal problems : observe interpersonal diffi culties 

during patient interviews and adjust recommendations to accommodate for limitations, 
i.e., introversion, family discord, etc. 

 2   Moderate social dysfunction : encourage social skills training (1–6 sessions with a 
counselor); foster involvement of family, signifi cant others, or social service; assess 
impact of social problems on patient’s health issues, address if present; explore 
alternative socialization opportunities 

 3   Severe social dysfunction : immediately perform actions under #1 and #2; encourage 
behavioral health assessment and treatment if appropriate and/or needed in collaboration 
with primary care physician 

  CS1    Residential stability  
 1   Stable housing situation with support of others : make sure vulnerability needs match 

support 
 2   Unstable housing : initiate contact with social service or other community resources to 

look into housing options; get assistance to help correct the cause of the residential 
instability, such as fi nancial limitations, family confl ict, natural disaster, etc.; use 
knowledge of community resources to “push the system” 

 3   Unsafe or transient housing : immediately connect the patient with social service to 
fi nd a shelter, such as for battered women or other suitable housing; perform actions 
under #2 

  CS2    Social support  
 1   Assistance generally available but possible delays : initiate assistance mechanism 
 2   Limited assistance readily available : talk with patient’s available personal contacts 

about what they can do along with the patient; set up with social services or other 
agency to assist patient fi nd needed community resources; follow up on recommendation 
outcome; use knowledge of community resources to “push the system”; get ideas about 
options from other health professionals familiar with patient’s social setting 

 3   No assistance readily available : immediately perform actions under #2; consider 
helping to transfer to a location with a higher level of care, e.g., group home, assisted 
living facility 

  VS    Social vulnerability  
 1   Some health assistance needs : see if current location can accommodate potential need; 

consider transfer back to standard care 

(continued)
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Table A15.4 (continued)

 2   Risk of need for alteration in social situation in the foreseeable future : continue to 
work with family; assist, engage, and push social service to fi nd resources and make 
ready the procedures for help and/or placement; follow up on outcomes of 
recommendations; use knowledge of community resources to “push the system” 

 3   Risk of need for alteration in social situation now : immediately perform actions 
under #2; attempt to set up long-term living arrangements 

   Table A15.5    Health system domain   

  HHS1    Access to care  
 1   Some limitation in accessing care : assist in identifying culturally sensitive willing 

providers, interpretation services, and assuring timely appointments 
 2   Diffi culties in accessing care : work with patient in fi nding health insurance, 

interpretation services, and willing providers; assure timely appointments (use 
conference calls if necessary); advocate for “fl exing benefi ts” (with health plan) when 
possible to get appropriate care (go up the supervisory ladder); push the system to 
shorten the wait list priority; connect physical and mental health fi nancial/
administrative support to insure access to services; assist with appeals of 
inappropriately denied care (use case management Medical Director, if necessary) 

 3   No adequate access to care : immediately perform actions under #2; enlist 
community agencies to assist in fi nding insurance product, translators, providers, 
and/or general assistance clinics; assist with post-emergency room and post- 
hospitalization follow-up treatment and support locations; advocate for patient 

  HHS2    Treatment experience  
 1   Negative experience with healthcare providers : Assess for adherence to assessment 

and treatment recommendations; periodically ask about current relationship with 
clinical practitioners/staff; help patient to ask questions of or to challenge 
practitioners 

 2   Changes doctors more than once due to dissatisfaction; multiple providers : 
assess types of confl icts with practitioner; adjudicate confl ict when possible (directly 
or indirectly); assure treatment adherence; foster communication between patient 
and practitioner about confl icts; assist patient in getting to a different provider if 
needed, where outcomes would be better; involve ICM Medical Director for 
assistance 

 3   Repeated major confl icts with doctors, frequent ER visits, or involuntary 
admissions : immediately perform actions under #2; assist in fi nding someone to 
work with patient on confl ict resolution techniques; talk with the ICM Medical 
Director about assisting patient to fi nd another professional or location of care; look 
for personality or chemical dependence issues contributing to confl ict; look at 
insurance alternatives with patient 

(continued)
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Table A15.5 (continued)

  CHS1    Getting needed services  
 1   Some diffi culties in getting to appointments or needed services : review correlation 

of disorders with treatment being given 
 2   Routine diffi culties in coordinating and/or getting to appointments or needed 

services : assess for coordinated care locations and practitioner availability; 
coordinate appointments with patient’s transportation capabilities; assist with fi nding 
money for medications, equipment, and needed services; check for appointment 
fl exibility in current clinic system; work with patient’s clinicians to help fi nd needed 
medical and/or mental health specialists (discuss with ICM Medical Director to set up 
appointments, if needed [out of region/network included]); explore the use of 
telemedicine for care delivery; establish transportation services for appointments; 
review diffi culties with primary care physician (medical home) 

 3   Inability to coordinate and/or get to appointments or needed services : 
immediately perform actions under #2; work with primary care (or specialty) 
establish medical home; work with primary care (or specialty) physician (medical 
home) to coordinate appointments, e.g., diabetologist and psychiatrist 

  CHS2    Coordination of care  
 1   Limited practitioner communication and coordination of care : encourage record 

sharing and communication among clinicians, including mental health and 
complementary medicine; open links for important communication establish patient 
in organized patient-centered medical home with single primary care clinician 

 2   Poor communication and coordination of care among practitioners : determine 
and augment communication links between physical and mental health practitioners; 
ensure note sharing, preferably with a common record system, among clinicians 
working with patient; ensure information transfer during care transitions, e.g., 
inpatient to outpatient care, primary care to specialist; insure medication 
reconciliation and minimize prescription duplication/overuse; help patient get 
same-day appointments for different problems; investigate availability of and transfer 
to integrated clinics; identify reasons for missed appointments to overcome barriers 

 3   No communication and coordination of care among practitioners  immediately 
perform actions under #1 and #2; serve as link for patient with various practitioners, 
i.e., with informed consent; obtain and fax notes for distribution to various clinic 
sites; talk with treating practitioners on behalf of patient but also educate patient on 
how to do so; create alternatives to emergency room use; enlist assistance from ICM 
Medical Director to try to establish a medical home 

  VHS    Health system impediments  
 1   Mild risk of impediments to care : assure insurance benefi ts cover health needs; 

assist in maintaining coverage; review practitioner communication procedures; 
consider transfer back to standard care 

 2   Moderate risk of impediments to care:  work with patient, practitioner providing 
medical home, social services, and community agencies to establish the best health 
setup possible in the region; assist in fi nding insurance products, needed providers, 
and communicating clinic systems; insure communication and care coordination 
among physical and mental health clinicians; consider setting up a physical and 
mental health clinicians case conference 

(continued)
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US system, lack of insurance coverage has been a major barrier to care access but 
much less of an issue in countries with national health services with universal par-
ticipation. Thus, those living in other countries with universal coverage may feel 
that Access to care (HHS1) is not a signifi cant issue. Of course, this is not the case 
since geographic accessibility (rural settings), language, or cultural/religious issues 
(no female physicians to examine female patients due to religious custom) may 
hamper access at the system level. For each item in the health system domain, 
case managers are instructed to systematically apply actions pertinent to their health 
system and service location. 

 Health system domain actions should be customized to the health-related 
business practices used in each country so that barriers to care can be systematically 
corrected.   

Table A15.5 (continued)

 3   Severe risk of impediments to care : immediately perform actions under #2; help 
patient fi nd and establish a medical home that will persist over time; attempt to enlist 
assistance of community-based case manager (public health); attempt to enlist 
assistance of community-based case manager (public health); assure insurance 
benefi ts cover health needs; assist in maintaining coverage; review and assist with 
practitioner communication procedures 

  Used with permission from The Integrated Case Management Manual: Assisting Complex Patients 
Regain Physical and Mental Health by Kathol RG, Perez R, Cohen JS, 2010, Springer Publishing 
Company. Copyright 2010 by Springer Publishing Company   
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 One of the greatest challenges for people with health problems in our health system 
is identifying the barriers that prevent them from gaining better control of their ill-
nesses and improving their level of health. Only part of persistent health diffi culties 
has to do with fi nding the right providers and getting the right treatment. Many other 
factors not related to an illness come into play that create barriers to improvement. 
The Integrated Case Management-Complexity Assessment Grid (ICM-CAG) was 
developed to uncover health-related and non-health-related life circumstances that 
interfere with an individual’s ability to stabilize his/her health (Table  A16.1 ). 

  The ICM-CAG, designed and originally tested by members of the INTERMED 
Foundation in Europe, is a complexity assessment tool now used throughout the 
world by health professionals (mainly care managers), in collaboration with their 
patients, to untangle changeable circumstances that interfere with their ability to get 
better. It is divided into four domains, the biological, psychological, social, and 
health system, with 20 identifi ed factors associated with challenges to health 
improvement. Each domain contains historical, current state, and vulnerability time 
frames with items scored according to the seriousness of the health concern and 
immediacy of need using a zero to three color-coded scale. Much like a traffi c light, 
red indicates a potentially signifi cant barrier to health, while green suggests that 
there are no concerns. Yellow and orange suggest intermediate risk. 

 The ICM-CAG is scored by a specially trained health professional after a discus-
sion with a person having diffi culty with his/her health. After completion of the 
dialogue and scoring of the ICM-CAG, the care manager often shares a “scored” 
printout of the health complexity grid to ensure that his/her impressions of risk and 
need are consistent with the way the person having health diffi culties understands 
his/her dilemma. Review of the scored grid often leads to scoring adjustments and 
then a mutually agreed-upon course of action designed to help an individual regain 
health and function. Importantly, the ICM-CAG is forward looking and action ori-
ented. Together, in coordination with a person’s clinicians, the individual and man-
ager take action to reclaim health.

  Biological Domain Items 

   HB1 : physical illness chronicity  
   HB2 : problems in diagnosing physical illness  
   CB1 : physical illness symptom severity and impairment  
   CB2 : challenges diagnostic and therapeutic effect  
   VB : risk of physical complications and life threat   

    Appendix 16: Understanding “Complexity 
Assessments” for Persons Entering Integrated 
Case  Management   
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   Table A16.1    ICM-CAG Scoring Sheet   
    

  Psychological Domain Items 

   HP1 : psychological coping with stress  
   HP2 : history of psychiatric problems or treatment  
   CP1 : treatment non-adherence  
   CP2 : psychiatric symptom severity  
   VP : risk of persistent personal barriers or poor mental condition care   

  Social Domain Items 

   HS1 : job and leisure problems  
   HS2 : ineffective relationship  
   CS1 : residential instability  
   CS2 : poor social support system  
   VS : risk for additional home support or supervision needs   

  Health System Domain Items 

   HHS1 : health system causes for poor access to appropriate care  
   HHS2 : problems with doctors or the health system  
   CHS1 : ability to and ease of getting needed services  
   CHS2 : logistical challenge in getting coordinated care  
   VHS : risk of persistent poor access to and/or coordination of services     

Appendix 16: Understanding “Complexity Assessments”…
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    Appendix 17: Understanding “Complexity 
Assessments” for Clinicians with Patients 
in Integrated Case  Management   

 One of the greatest challenges for patients in our health system is identifying the 
barriers that prevent them from gaining better control of their health. Only part of 
persistent health diffi culties has to do with fi nding the right providers and getting 
the right treatment. Many other factors not related to an illness come into play that 
create barriers to improvement. The Integrated Case Management-Complexity 
Assessment Grid (ICM-CAG) was developed to uncover health-related and non- 
health- related life circumstances that interfere with a patient’s ability to stabilize 
his/her health (Table  A17.1 ). 

  The ICM-CAG, designed and originally tested by members of the INTERMED 
Foundation in Europe, is a complexity assessment tool now used throughout the 
world by health professionals (mainly care managers), in collaboration with their 
patients, to untangle changeable circumstances that interfere with a patient’s ability 
to get better. It is divided into four domains, the biological, psychological, social, 
and health system, with 20 identifi ed factors associated with high risk for poor 
health improvement. Each domain contains historical, current state, and vulnerabil-
ity time frames with items scored based on the seriousness of the health concern and 
the immediacy of need using a zero to three color-coded scale. Much like a traffi c 
light, red indicates a potentially signifi cant barrier to health, while green suggests 
that there are no concerns. Yellow and orange suggest intermediate risk. 

 The ICM-CAG is scored by a specially trained health professional, an integrated 
care/case manager,* trained in its interdisciplinary use and is based on a scripted 
open-ended discussion with a patient. After completion of the dialogue and the use 
of validated and reliable “anchored” scoring of the ICM-CAG, the care manager 
shares a “scored” printout of the health complexity grid, often with explanatory 
notes, with the patient’s clinicians with appropriate consent. Information in the 
ICM-CAG often describes pertinent non-illness-related barriers to improvement 
about which clinicians are unaware, such as trouble fi nding a specialist, a disruptive 
living situation, limited fi nancial resources, a comorbid mental health condition, 
etc. This information opens the door to collaboration among the care manager, the 
patient, and the patient’s clinicians in overcoming illness- and non-illness-related 
factors that lead to persistent illness, illness complications, impaired function, and 
high health service use and cost. 

 * An integrated care/case manager is usually a nurse or social worker with spe-
cialized interdisciplinary training in complexity assessment and medical and mental 
healthcare support practices. They do not “treat” patients. Rather, they assist (part-
ner with) the clinicians working with patients with complicated, comorbid, and 
often treatment resistant health conditions. In collaboration with physicians and 
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   Table A17.1    ICM-CAG scoring sheet   
    

patients, case managers help reverse disease and non-disease-related circumstances 
that lead to poor clinical, functional, and cost outcomes.

  Biological Domain Items 

   HB1 : physical illness chronicity  
   HB2 : problems in diagnosing physical illness  
   CB1 : physical illness symptom severity and impairment  
   CB2 : challenges diagnostic and therapeutic effect  
   VB : risk of physical complications and life threat   

  Psychological Domain Items 

   HP1 : psychological coping with stress  
   HP2 : history of psychiatric problems or treatment  
   CP1 : treatment non-adherence  
   CP2 : psychiatric symptom severity  
   VP : risk of persistent personal barriers or poor mental condition care   

  Social Domain Items 

   HS1 : job and leisure problems  
   HS2 : ineffective relationship  
   CS1 : residential instability  
   CS2 : poor social support system  
   VS : risk for additional home support or supervision needs   

Appendix 17: Understanding “Complexity Assessments”…
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  Health System Domain Items 

   HHS1 : health system causes for poor access to appropriate care  
   HHS2 : problems with doctors or the health system  
   CHS1 : ability to and ease of getting needed services  
   CHS2 : logistical challenge in getting coordinated care  
   VHS : risk of persistent poor access to and/or coordination of services     

Appendix 17: Understanding “Complexity Assessments”…
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•      Language , e.g., non-English speaking only  
•    Culture , e.g., belief in alternative treatment practices  
•    Religion , e.g., scientologist negation of psychiatric illness  
•    Health and treatment orientation , e.g., non-belief in the allopathic approach to 

care (Western medicine)  
•    Education , e.g., limited health literacy  
•    Cognitive impairment , e.g., secondary to medical or behavioral illness  
•    Technology , e.g., no telephone  
•    Geography , e.g., no transportation and remote living  
•    Coverage issues , e.g., benefi t exclusions  
•    Dependency issues , e.g., caregiver/guardian refusal of care  
•    Parental consent , e.g., parent doesn’t agree with treatment approach  
•    Provider , e.g., no providers in patient’s location or needed specialty  
•    Finances , e.g., no money for co-payments  
•    Interest in change , e.g., disability-related disincentive  
•    Social , e.g., protective resistant partner/spouse, family sees no need for 

treatment  
•    Psychological , e.g., active paranoia about healthcare system  
•    Stigma of having a mental illness and seeking treatment , e.g., job in jeopardy 

if engaged in mental healthcare  
•    Prior adverse healthcare experience , e.g., told “It’s all in your head.”  
•    Denial of illness , e.g., personal view of just having a “tough time” rather than 

depression  
•    Misinformation , e.g., vaccines causing autism  
•    Physical barriers , e.g., signifi cant physical impairments preventing ability to 

get services  
•    Safety , e.g., unsafe neighborhood, especially at night, such as in a ghetto or war 

zone     

    Appendix 18: Barriers to Adherence 
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    Appendix 19:  Adult Patient-Centered 
ICM Performance Template (PCIP)   

 Name and case #:_______________________ 
 Date:_________________________________

 Measure  Baseline  Follow-up assessments 

 Time period  Initial (date)  First (date)  Second (date)  Third (date) 

  Clinical measure  
 Related to personal goal 
  Functional measure  

 Related to personal goal 
  Health-related quality of life  

  Patient satisfaction  

  ICM-CAG score  
  Clinical measure  

 Health professional goal 
  Clinical measure  

 Health professional goal 
  Functional measure  

 Health professional goal 
  Functional measure  

 Health professional goal 
  Economic measure  

 Health professional goal 

  Used with permission from The Integrated Case Management Manual: Assisting Complex Patients 
Regain Physical and Mental Health by Kathol RG, Perez R, Cohen JS, 2010, Springer Publishing 
Company. Copyright 2010 by Springer Publishing Company 
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        Appendix 20:  Core ICM Principles   

•     Uses qualifi ed health system savvy medical or behavioral health professionals 
with the ability to perform independent patient assessments.  

•   Professionals have completed training in comprehensive cross-disciplinary case 
management procedures used at their organization.  

•   Uses a triage process to uncover a subset of high-need, high-cost patients.  
•   Understands and uses a relationship-based assessment and intervention process.  
•   Assessment sorts and prioritizes clinical and non-clinical barriers to 

improvement.  
•   Assessment addresses biopsychosocial and health system issues.  
•   Care plan is built using the fi ndings from the prioritizing assessment.  
•   Pursues patient and case manager agreed-upon care plan goals.  
•   Creates collaborative actions to achieve goals.  
•   Longitudinal assistance with “assist to target” approach.  
•   Collaboration and coordination of assistance with patient clinicians and case 

management Medical Directors in “treat to target” and “assist to target” 
activities.  

•   Documents whether care plan goals are achieved.  
•   Changes assistance based on recorded goal outcomes.  
•   Adds less critical care plan goals as high-priority goals are accomplished.  
•   Big picture longitudinal clinical, functional, satisfaction, quality of life, and fi s-

cal outcome documentation.  
•   Moves to defi nable case closure (graduation) and self-management when goals 

are achieved or maximum benefi t has occurred.  
•   Organizational contracts that foster longitudinal health outcome-oriented case 

management in patients with health complexity.  
•   Case management service contracts that measure case manager success in terms 

of patient health, functional improvement, and cost reduction.  
•   A case management practice environment conducive to complexity-based longi-

tudinal, multi-venue, cross-disciplinary case management.  
•   Collaborative support from physicians trained in the use of and support for 

outcome- oriented case management.     
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    Appendix 21:  Core ICM Practices   Needed 
to Implement the Full ICM Components 

•     Use of competency level 3C or above (Table 1.7 in Physician’s Guide) licensed 
or certifi ed health professionals with the ability to perform independent patient 
assessments as ICM mangers; non-licensed personnel (competency level 1C) 
may be used to provide assistance to ICM managers; early career professionals 
(competency level 2C) may provide assistance to or be supervised as ICM 
managers by competency level 3C or above managers.  

•   All program participants have Certifi cates of Completion for ICM training.  
•   Use of pre-ICM triage procedures to uncover patients with high need and high 

cost.  
•   Use of the ICM-based relationship building scripted dialogue for patient 

assessments.  
•   Consistent anchoring of ICM-CAG medical and behavioral, clinical and non- 

clinical complexity item assessment.  
•   Use of patient and ICM manager agreed upon ICM-CAG fi ndings to build a 

collaborative patient-manager care plan using the ICM (CP) template, which 
prioritizes goals and actions.  

•   Longitudinal, cross treatment platform assistance with escalation of assistance/
treatment (“assist and treat to target”) when improvement is not occurring.  

•   Active involvement of clinicians and ICM Medical Directors with ICM managers 
in implementing longitudinal assistance and support to patients.  

•   Use of the Care Plan Outcome (CPO) template to document care plan interven-
tion outcomes.  

•   Use of Patient-Centered ICM Performance (PCIP) template to record predeter-
mined changes in measured clinical, functional, satisfaction, quality of life, and 
fi scal outcomes.  

•   Graduation readiness based on changes in documented ICM-CAG vulnerability 
if returned to standard care.  

•   Follows ICM graduation guidelines for return to standard care.  
•   Organizational practice environment conducive to complexity-based longitudinal, 

multi-venue, cross-disciplinary ICM.  
•   ICM organizational contracts that measure ICM manager success in terms of 

patient health, functional improvement, and cost reduction.  
•   Collaborative support from physicians trained in the use of and support for 

outcome- oriented ICM.      
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  Accountable Care Organizations (ACOs)    Groups of providers who are respon-
sible for improving the total health of a population of patients while accepting 
fi nancial risk for the cost of their care.   

  Adherence    A patient’s decision or ability to follow the  agreed - upon  evaluation and 
treatment recommendations of their treating clinicians (see compliance).   

  Advance directive    A legal document that spells an individual’s decisions about 
end-of-life care ahead of time.   

  Advocacy    Any benefi cial activity, such as actively defi ning and supporting cli-
ents’/patients’ rights, decisions, choices, privacy, and autonomy or promoting 
information about and/or access to the most effective and timely healthcare ser-
vices, resources, and support, that is performed on behalf of others.   

  Advocate    Any person (caregiver, family member, healthcare professional, etc.) 
who can assist a client/patient in defi ning and supporting his/her rights, deci-
sions, choices, privacy, and autonomy or promote information about and/or 
access to the most effective and timely healthcare services, resources, and sup-
port. An advocate can have a variety of backgrounds depending on the healthcare 
setting and may focus on different aspects of issues. Patient advocates can be 
hired by different work setting, including but not limited to acute care facilities, 
long-term and rehab facilities, health plans, legal, private, etc. An effective advo-
cate must have working knowledge of healthcare processes, healthcare reform, 
community resources and services, legal and regulatory factors, and communica-
tion technology.   

  Affordable Care Act (ACA)    Comprehensive health insurance reform legislation 
enacted in 2010 designed to expand coverage, which holds insurance companies 
and networked delivery systems accountable for health outcomes and the total 
cost of care, lower healthcare costs, guarantee more choice, and enhance the 
quality of care for all Americans.   

  Affordable Care Act, Section 2703    Allows States to receive additional Federal 
support under the Medicaid State plan for the enhanced integration and coordi-
nation of primary, acute, behavioral health (mental health and substance use), 
and long-term services for support of persons across the life span with chronic 
illness that are being treated in health homes.   

  Assessment, case management    The process of uncovering strengths and needs 
of clients/patients through information provided by the client/patient and/or 
obtained from other sources of information with the client/patient’s permis-
sion, including but not limited to family, guardians/caregivers, providers/health 
records, employers, health plans, law enforcement, etc.   

  Assessment, comprehensive case management    The process of uncovering cur-
rent and ongoing biopsychosocial and health system strengths as well as barriers 
to health improvement through information provided by the client/patient and/

   Glossary of Case Management Terms 
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or obtained from other sources of information with the client/patient’s permis-
sion, including but not limited to family, guardians/caregivers, providers/health 
records, employers, health plans, law enforcement, etc.   

  Assist to target    A systematic approach to patient assistance and support in which 
case managers pursue measured clinical and non-clinical care plan goals in real 
time for improvement and stabilization. If they do not occur as expected, case 
managers or physicians associated with the case management program collabo-
rate in identifying next steps and escalate care until clinical, functional, and life 
circumstance outcomes are maximized.   

  Assistance and support managers, health related    Individuals with suffi cient 
background and/or specifi c training to employ techniques designed to promote 
health-related program outcomes.   

  Assistance and support services, health related    The targeted role of assisting 
clients/patients initiate and/or follow through on health-improving activities 
by individuals with suffi cient background and/or specifi c training to accom-
plish desired health-related program outcomes. (“Assistance and support” is an 
encompassing term that includes the full range of management activities from 
wellness coaching to integrated complex case management. Case management, 
defi ned below, is a subset of assistance and support services.)   

  Assistance and support services, high intensity (also called complex case 
management)    Typifi ed by longitudinal clinical and non-clinical assistance to 
patients with health complexity by experienced licensed professionals, such as 
nurses and social workers, who generally have certifi cation in case management, 
e.g., comprehensive case managers and intensive case managers.   

  Assistance and support services, integrated high intensity (also called inte-
grated complex case management)    Typifi ed by longitudinal clinical and non-
clinical assistance to patients with health complexity by experienced licensed 
professionals, such as nurses and social workers, who generally have training 
and Certifi cates of Completion in integrated case management as managers, e.g., 
adult integrated case managers and pediatric integrated case managers.   

  Assistance and support services, low intensity    Typifi ed by assistance to clients 
or patients for hours to weeks by care managers that do not require health-
related expertise in order to successfully complete the  process  outcome- based 
assistance and support activities, e.g., wellness coaches and employee assistance 
counselors.   

  Assistance and support services, medium intensity (also called case manage-
ment)    Typifi ed by the use of assistance and support managers with health- related 
education or experience in the healthcare industry that would allow them to work 
with ill patients for which targeted active assistance is desirable if patients are to 
more consistently show improved health outcomes, e.g., disease managers and 
nursing home managers.   

  Assistance and support, to clients/patients related to healthcare    The process 
of providing help to clients/patients in overcoming biopsychosocial and health 
system barriers to improvement by promoting access to and follow through on 
needed clinical and non-clinical services through the following mechanisms: 
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(a) encouraging the coordination of multidisciplinary, cross- platform care, (b) 
assuring escalation of care when improvement is not occurring, and (c) provid-
ing multi-domain education about, facilitation of, and advocacy for improved 
personal, life circumstance, and medical intervention issues that promote health 
stabilization. (“Assistance” to patients by case managers does not include “treat-
ment” of illness in patients or the application of “therapy,” though case managers 
may promote intervention by clinicians and follow through on treatment recom-
mendations that are likely to improve client/patient outcomes.)   

  Background, case manager    The composite of professional health-related educa-
tion and experience in an area of expertise, such as nursing and social work, that 
suggests the level of knowledge and skills an individual can bring in application 
of assistance and support management work processes.   

  Barriers to improvement    Clinical and non-clinical health and life circumstances 
that are associated with impairment of a person’s ability to adhere to healthy 
behaviors or to follow through on activities that lead to stabilized health and 
maximal function.   

  Barriers to improvement, clinical    Medical or behavioral health conditions, treat-
ments, and/or illness-related factors, e.g., acuity, severity, appropriateness of 
treatment, treatability, and illness interactions, that are associated with impair-
ment of a person’s ability to stabilize health and maximize function.   

  Barriers to improvement, non-clinical    Life circumstance, non-illness-related 
factors, e.g., social support, insurance status, fi nancial resources, and housing 
stability, that are associated with impairment of a person’s ability to stabilize 
health and maximize function.   

  Behavioral health disorders    Both mental health  and  substance use disorders. (The 
term “behavioral health” alone also refers to stress-related conditions and life 
circumstances contributing to disabling psychological symptoms and unhealthy 
behaviors.)   

  Benefi t management    See utilization management.   
  Benefi t managers    See utilization manager.   
  Care coordination, health related    The process of helping clients/patients under-

stand, organize, secure, integrate, and improve the administration of the care and 
cross-communication of providers, including health-related personnel and health 
facilities, that are necessary to accomplish the goals of a case management care 
plan. (This is one of several activities commonly included in case management.)   

  Care coordinators, health related    Individuals with suffi cient background and/or 
the specifi c training to promote cross-platform and cross- disciplinary communi-
cation and care delivery among service providers for clients/patients.   

  Care plan, ICM    Mutually defi ned case manager and client/patient multi- domain 
goals, based on a completed complexity assessment, that are linked to a  writ-
ten  timeline of prioritized clinical and non-clinical assist activities designed to 
reverse biopsychosocial and health system barriers to improvement and lead to 
measured health outcomes. (The “ICM care plan” is an iterative, dynamic longi-
tudinal document in which adjustments to assist activities are made when goals 
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are not being reached. Clients/patients graduate to self-management when goals 
are achieved.)   

  Care plan actions    Based on the case manager assessment, actions are activities 
that the case manager, patient, and others take to achieve care plan goals in a 
timely fashion.   

  Care plan, case management    Delineated, often longitudinal, assistance in achiev-
ing mutually defi ned care manager and client/patient-prioritized goals through 
linked case manager and client/patient activities (written plan of care), based 
on fi ndings of an assessment of client/patient needs and strengths in the area of 
targeted assistance procedures.   

  Care plan development    Translation of fi ndings from an assistance and support 
assessment into goals and actions designed to reverse identifi ed barriers to 
improvement.   

  Care plan goals    Based on the case manager assessment, goals identifi ed on where 
the patient and case manager wish to be regarding specifi c barriers to improve-
ment at a certain point in the management process, e.g., a week, month, or year.   

  Care plan, integrated case management    Delineated longitudinal multi- domain 
assistance in achieving mutually defi ned care manager and patient- prioritized 
clinical and non-clinical goals through linked case manager and patient activities 
(written plan of care), based on fi ndings of a biopsychosocial and health system 
assessment of complex patient needs and strengths.   

  Case management, health related    A subset of assistance and support activities 
in which health-related help, characterized by education, health facilitation, 
care coordination, patient navigation, promotion of “treat to target,” and client/
patient advocacy, is provided to collaborating clients/patients and their clinicians 
by licensed and trained health professionals, usually nurses and social workers, 
to disentangle and reverse barriers to health improvement and stabilize health by 
connecting client/patient assessment fi ndings to a care plan.   

  Case management, ICM    A subset of case management in which the longitudinal 
application of  biopsychosocial and health system  assistance, characterized by 
education, clinical and non-clinical health facilitation, care coordination, patient 
navigation, promotion of “treat to target,” and client/patient advocacy, is pro-
vided to collaborating clients/patients with multidisciplinary and complex health 
challenges and their clinicians primarily by a single licensed and ICM trained 
health professional until disentangled and prioritized  barriers to improvement 
from a comprehensive assessment have been reversed, health is stabilized, pre-
ventive measures have been initiated, and maximum benefi t has occurred.   

  Case management training    Education in the specifi c knowledge base and skills 
needed to effectively and effi ciently deliver a particular model of case manage-
ment. (Effective and effi cient value-added case management requires the devel-
opment of an augmented knowledge base and specialized skills in order for even 
seasoned licensed professionals to add value. Thus, training in core ingredients 
of the case management model being used is almost always necessary, regardless 
of the background of professionals delivering services.)   
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  Case manager    Licensed or certifi ed health professionals with credentials that 
allow independent assessments, usually nurses and social workers, with back-
grounds and specifi c training that allows them to disentangle and assist clients/
patients overcome targeted barriers to health improvement of health conditions 
through implementation of a care plan (also see assistance and support services, 
medium intensity, and above).   

  Case manager assistants    Licensed or non-licensed personnel with suffi cient 
understanding of case management and the importance of health stability to be 
able to assist and support the services provided to clients/patients by a case man-
ager, e.g., make calls for appointments, fi nd providers, arrange care conferences, 
etc.   

  Case manager, competency levels    Four defi ned levels of case manager capabili-
ties (Levels 1C to 4C see Table 1.7) based on education, experience, and training 
in specifi c types of case management delivery, which are associated with case 
management roles and activities.   

  Case manager, complex    Experienced licensed health professionals, usually nurses 
and social workers, with backgrounds and specifi c training that allows them to 
disentangle and assist with overcoming barriers to health improvement in patients 
with multiple health conditions, or health complexity, through implementation of 
a comprehensive longitudinal care plan (also see assistance and support services, 
high intensity).   

  Case manager, ICM    Licensed health professionals, usually nurses and social 
workers, with backgrounds and specifi c training that allows them to disentangle 
and score barriers to improvement through a comprehensive biopsychosocial 
and health system assessment. Findings are connected to prioritized activities, 
characterized by education, clinical and non-clinical health facilitation, care 
coordination, patient navigation, application of the “treat to target” approach, 
and client/patient advocacy, as part of a written plan of care so that barriers are 
reversed, health is stabilized, and maximum benefi t has occurred in patients with 
health complexity.   

  Children with special healthcare needs (CSHCN)    Children who have, or are at 
increased risk for, chronic conditions affecting physical, developmental, behav-
ioral, or emotional health resulting in increased rates of healthcare service utili-
zation compared to the general pediatric population.   

  Chronic care model    A healthcare delivery model developed for treatment of 
chronic health conditions that emphasize patient self-management support, 
delivery system redesign, provider clinical decision support, enhanced health-
care information systems, quality improvement activities, and community 
engagement.   

  Complexity Intervention Unit    A full inpatient general medical service that has 
most or all acute inpatient psychiatric treatment capabilities, e.g., psychiatric 
safety features, cross-disciplinary policies and procedures, psychiatric co-attend-
ings, and psychiatric assessment and intervention services. (These used to be 
called “Medical Psychiatry Units” but maturation of value-based understanding 
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indicates that they require organization and administration under the direction 
of the medical, rather than behavioral health services, in order to bring value.)   

  Compliance    A patient’s decision or ability to follow a physician’s evaluation and 
treatment recommendations. Unlike “adherence,” “compliance” implies that the 
physician is the medical authority and patients not following recommendations 
are at fault.   

  Cross-sectional case management    A model of case management in which an 
assigned case manager personally follows patients only during a discrete period 
of health risk, e.g., during a hospitalization or in a specifi c clinic, during a period 
of care transition, during a period of workplace disability, and during exacerba-
tion of a discrete illness.   

  Disability manager    Health-related professionals who help insure that employees 
with non-work-related injuries or illnesses get the healthcare support they need 
while on disability benefi ts.   

  Discharge manager (transitions of care)    Individuals who confi rm that medica-
tion reconciliation, timely outpatient clinician appointments, and fi lled prescrip-
tions for recently discharged hospital inpatients have occurred.   

  Disease management    A subset of case management in which health-related assis-
tance, characterized by education, health facilitation, care coordination, patient 
navigation, promotion of “treat to target,” and client/patient advocacy, is given 
to all collaborating patients within a population who have one or more selected 
chronic health conditions by licensed and trained health professionals, usually 
nurses and social workers, with the goal of reversing barriers to improvement 
and stabilizing health by connecting client/patient assessment fi ndings to a care 
plan.   

  Disease manager    Licensed health professionals, usually nurses and social work-
ers, with backgrounds and specifi c training that allows them to assist patients 
with one or more selected chronic health condition overcome barriers to illness 
improvement and stabilize health through implementation of a care plan.   

  Durable medical equipment (DME)    Any medical equipment used in the home to 
aid in a better quality of living, e.g., oxygen tanks, hospital bed, and wheelchair.   

  Employee assistance program (EAP) counselor    Individuals who help employees 
address workplace, family, fi nancial, and health issues to maximize well-being, 
health, and workplace productivity. (Some EAP programs also include crisis 
intervention and supportive therapy.)   

  Empowerment    Providing clients/patients with suffi cient understanding of their 
health-related circumstances so that they consider themselves able to personally 
advocate for their own healthcare needs.   

  Exchanges (healthcare)    A virtual marketplace for insurance products, available 
in the United States as part of the Affordable Care Act, in which applicants for 
insurance are intended to have access to and the ability to compare affordable 
insurance plans without increased expense for preexisting conditions.   

  Formulary    Medications that are approved for use and payment as part of an insur-
ance benefi t plan. May include medication “tiering” in which the use of some 
medications is encouraged by a greater percentage of cost coverage.   
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  Functional outcome    Improvement or worsening of the ability to perform age-
appropriate activities in comparison to the normal population.   

  Gantt chart    A chart illustration of a project schedule, including start date, timeline 
events, and fi nish date.   

  Gap closure    The reduction in average difference (the gap) in total cost of care for 
two populations of patients after the application of a cost saving intervention. 
For example, the top 5 % of patients with chronic medical illnesses who have 
health complexity may, on average, use $100,000 worth of annual healthcare 
services compared to $10,000 for patients with chronic illnesses but no health 
complexity. If after a year of intervention, such as ICM, the gap for the average 
annual total cost of care moves from $90,000 ($100,000−$10,000) to $85,000 
($95,000−$10,000) for complex patients, then the gap closure would be 5.5 % 
(5000/90,000). The gap identifi es average savings/patient, which can be used to 
estimate total program savings and the potential for a return on investment, based 
on the cost of the ICM program.   

  Health coach (wellness counselor)    Individuals who assist clients at risk for devel-
oping health conditions or complications from existing conditions in understand-
ing and implementing habits of healthy behavior.   

  Health complexity    Interference with the achievement of expected or desired health 
and cost outcomes due to the interaction of biological, psychological, social, and 
health system factors when patients are exposed to standard care delivered by 
their doctors.   

  ICM actions    The steps that the patient, ICM manager, treating clinicians, and 
other stakeholders in the patient’s outcomes agree to take to achieve ICM goals.   

  ICM-CAG    See Integrated Case Management-Complexity Assessment Grid.   
  ICM goals    Where the ICM manager and patient wish to be, related to a barrier to 

improvement at a future time, e.g., a week, month, or year.   
  Individualized care    Augmentation of “standard care” by case managers tasked 

with the role of uncovering and assisting patients with both  clinical and non-
clinical barriers to improvement. (Individualized care falls in a continuum from 
a specifi c area of nonstandard health support, e.g., discharge planning, disease 
management, and disability management, to a comprehensive approach to total 
health improvement, e.g., integrated case management.)   

  Individualized Educational Program (IEP)    A written document provided by the 
public educational system that identifi es the unique strengths and weaknesses 
of children and specifi c special educational supports required to support their 
academic progress. The IEP is provided for children with an identifi ed physical, 
cognitive, learning, developmental, or emotional/behavioral disability that inter-
feres with academic performance.   

  Integrated Case Management-Complexity Assessment Grid (ICM- CAG)  
  Adaptation of the INTERMED complexity assessment tool for use in the US 
health system.   

  Integrated Case Management-Complexity Assessment Grid, adult (ICM- CAG)  
  Twenty risk-based complexity items in a biopsychosocial and health systems 
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domain adult grid that allows action-oriented complexity score anchoring using 
the integrated case management approach to patient assistance.   

  Integrated Case Management-Complexity Assessment Grid, pediatric (PICM-
CAG)    Twenty-fi ve risk-based child/youth complexity items in a biopsycho-
social and health system domain pediatric grid that allows action- oriented 
complexity score anchoring using the integrated case management approach to 
patient assistance.   

  INTERMED    Multi-domain complexity assessment tool developed and standardized 
in Europe by a multidisciplinary group of medical researchers.   

  Longitudinal case management    A model of case management in which an 
assigned case manager personally follows patients across the care continuum 
over time until barriers to improvement have been overcome and health is 
stabilized.   

  Management, related to healthcare    Facilitation of improved health outcomes 
through reversal of barriers to improvement. (Excludes benefi t, or utilization, 
management.)   

  Manager, case management    Licensed or certifi ed health professional with inde-
pendent assessment capabilities assisting and supporting improved health and 
cost outcomes. (Excludes benefi t, or utilization, manager.)   

  Medical Director, case management    Primary care or specialty physicians tasked 
with physician support for a case management program.   

  Medicare Shared Savings Program (MSSP)    US government contracting program 
designed to facilitate coordination and cooperation among providers to improve 
the quality of care for Medicare Fee-For-Service (FFS) benefi ciaries and reduce 
unnecessary costs.   

  Outcome, measured health    During the process of providing assistance and support 
services, this is documentation of defi ned changes in (1) targeted health status 
(BP change, FEV1 change, PHQ-9 change, etc.), (2) function (exercise toler-
ance, employment, return to hobbies, sexual activity, etc.), (3) cost (pre-/post 
change in healthcare service use, in healthcare spend, in hospitalizations, etc.), 
(4) quality of life (pre-/post analogue scale, days per week feeling healthy), and 
(5) satisfaction with care (availability of services during care process, visual 
analogue scale).   

  Outcome, process    During the process of providing assistance and support services, 
this is documentation of the achievement of health-related processes that would 
logically be expected to lead to measured health outcomes, e.g., fi lled prescrip-
tions, appointment attendance, timely follow-up, communication among provid-
ers, etc. (Process outcomes are proxies for measured health outcomes, which 
may or may not actually occur.)   

  Patient activation or engagement    The degree to which a client/patient becomes 
actively involved in trying to improve his or her own health. (Activation or 
engagement may be ineffective if the client/patient does not understand or pursue 
what is needed to improve their health condition, does not have skills or ability 
to access or initiate needed care, or does not have the motivation or confi dence to 
maintain health-improving activities.)   

Glossary of Case Management Terms



335

  Patient-Centered ICM Performance    Recording document for clinical, func-
tional, quality of life, satisfaction, and fi scal outcomes in patients receiving ICM 
assistance and support.   

  Patient-centered medical home    A primary care clinical model that emphasizes 
comprehensive care, patient-centeredness, care coordination, accessibility, and 
quality and safety.   

  Patient navigation, health related    The process of helping clients/patients fi nd 
needed healthcare providers, health-related services, and health-impacting 
non-clinical support to accomplish the goals of a care plan despite complicated 
healthcare systems, health-inhibiting personal situations, and destructive liv-
ing environments. (This is one of several activities commonly included in case 
management.)   

  Patient navigators, health related    Individuals with suffi cient background and/or 
the specifi c training to understand client/patient needs, the health system, and 
client/patient’s personal and living situation suffi ciently that they can help cli-
ents/patients fi nd providers, services, and personal, social, fi nancial, and living 
situation support.   

  Patient Protection and Affordable Care Act    See Affordable Care Act (ACA) 
above.   

  Peer support personnel    Individuals, usually without a background in healthcare- 
related service delivery, who assist clients/patients in overcoming barriers to 
improvement as part of assistance and support programs due to their direct 
experience with challenges in the healthcare delivery system as a result of 
personal treatment for a medical or behavioral health illness that is usually 
chronic.   

  Pharmacy benefi t managers    Companies that contract with or are owned by health 
plans that are responsible for processing and paying prescription drug claims, 
developing and maintaining an insurance formulary, contracting with pharma-
cies, and negotiating discounts and rebates with drug manufacturers.   

  Population health (wellness) management    Improving the health of the population 
through the delivery of effective preventive services, the promotion of healthy 
lifestyle behaviors, the use of community indices of health, and the assessment 
of environmental factors.   

  Prior authorization    An approval process used by some health insurance companies 
before they will pay for a prescribed procedure, service, or medication.   

  Self-management, health related    Clients/patients assume responsibility for 
understanding their own illnesses and illness complications, fi nding appropri-
ate providers and treatment, following through on treatment recommendations, 
managing non-clinical impediments to health maintenance, and using preventive 
services.   

  Social determinants of health    Factors that contribute to physical and emotional 
well-being that are a product of the physical and social context in which individ-
uals live and work, e.g., race/ethnicity, socioeconomic status, education, social 
cohesion, and neighborhood of residence.   
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  Standard Care    Population-based  illness-focused  treatment for health conditions 
and issues (clinical care) typically provided by physicians and other treating cli-
nicians and the ancillary service sector in inpatient, outpatient, and post-acute 
care settings. (Standard care falls in a continuum from very selective [specialty] 
to broad-based [primary care] but is always governed by a focus on patients’ ill-
nesses and their direct treatment. It is largely driven by the way that medical care 
delivery is reimbursed.)   

  Training, case manager    Specifi c instruction in how to perform case management 
activity for a defi ned population or for an intended purpose. It complements a 
case management professional’s education and experience by providing them 
with education about work processes and desired outcomes in a designated area 
of assistance and support, e.g., transitions of care procedures, ICM, and workers’ 
compensation.   

  Transitions of care    See discharge manager.   
  Treating clinicians (practitioners)    Licensed medical or behavioral professionals 

with training that allows them to diagnose and provide treatment for one or more 
health conditions and to be paid directly for the services delivered through a rec-
ognized national payment system, e.g., physicians, nurse practitioners, licensed 
psychologists, etc. (Payment for services delivered through billing by another 
licensed provider does not qualify a professional as a treating clinician.)   

  Treatment plan    Interventions recommended by treating practitioners, e.g., phy-
sicians, nurse practitioners, physician assistants, psychologists, and other ther-
apists, focused on improvement and/or resolution of illness- related signs and 
symptoms. (Case managers do not institute treatment plans; however, they do 
support adherence to or treating provider  recommended adjustments in them 
so that clinical outcomes can be maximized based on care plan follow-up 
assessments.)   

  Treat to target    Real-time measurement of illness-specifi c targets for improve-
ment and stabilization by treating practitioners. If they do not occur as expected, 
physicians identify next steps in escalated care, implement treatment adjust-
ments or referrals, and follow the patient until clinical outcomes are maximized. 
Case managers support “treat to target” activities as part of the “assist to target” 
process.   

  Triple Aim    Developed by the Institute for Healthcare Improvement, a framework 
for optimizing health system performance by focusing on improving outcomes 
related to the patient experience, population health, and cost.   

  Utilization management    Adjudication that a patient has insurance coverage for 
a desired medical service or has a medical condition that would benefi t from 
application of a covered medical service (medical necessity). (Utilization man-
agement is considered “benefi t” management not “case” management.)   

  Utilization manager    Individuals who determine if a patient has insurance cover-
age for a medical service or a medical condition that would benefi t from a cov-
ered medical service (medical necessity). (Utilization managers are considered 
“benefi t” managers not “case” managers.)   

  Wellness counselor    See health coach.    
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   Abbreviations 

 ACO accountable care organization
ACA  Affordable Care Act of 2010 (also known as the Patient Protection 

and Affordable Care Act)
ACE adverse childhood events
ADHD Attention Defi cit and Hyperactivity Disorder
AHRQ Agency for Health Research and Quality
BH  behavioral health (includes both mental health and substance use 

disorders)
CAG complexity assessment grid
C-CD complex chronic disease
CEO Chief Executive Offi cer
CMO Chief Medical Offi cer
CNO Chief Nursing Offi cer
CHW community health worker
CM case management/manager
CMSA Case Management Society of America
CMS Center for Medicare and Medicaid Services
COE4CCN  Center of Excellence on Quality of Care Measures for Children 

with Complex Needs
CP  table designed to record the prioritized barriers to improvement, 

associated care plan goals, and the actions that would be necessary 
to achieve the goals

CPO  table designed to measure outcomes of a care plan for individual 
patients

CPS child protective services
CSHCN Children with Special Healthcare Needs
DME durable medical equipment
EHR electronic health record
ER emergency room
HBA1c hemoglobin A1c
HCUP Healthcare Cost and Utilization Project 
ICD-9 International Classifi cation of Diseases, 9th edition
ICM integrated case management 
ICM-CAG  integrated case management-complexity assessment grid (gener-

ally refers to the adult version)
ICM manager  a case manager that uses integrated case management methodol-

ogy (generally refers to the adult ICM)
IEP individualized educational program
MBHO managed behavioral health organization
MCCRN Multiple Chronic Condition Research Network
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MEPS Medical Expenditure Panel Survey
MH mental health
MHPAEA Mental Health Parity and Addiction Equity Act
MSSP Medicaid Shared Savings Program
NC-CD non-complex chronic disease
NICU neonatal intensive care unit
ODD oppositional defi ant disorder
OSA obstructive sleep apnea
PCMH Patient Centered Medical Home
PICM pediatric integrated case management
PICM-CAG  pediatric integrated case management-complexity assessment 

grid
PICM manager  a case manager that uses pediatric integrated case management 

methodology
PMPM per member per month (claims costs)
PPACA Patient Protection and Affordable Care Act
PTSD post-traumatic stress disorder
RCT randomized controlled trial
ROI return on investment
PCIP  table designed to provide measured patient-centered health out-

comes associated with integrated case management in fi ve areas:  
clinic, functional, satisfaction, quality of life, and fi scal

RVU Relative Value Units
SA substance abuse
SUD substance use disorder
UM utilization management
VAS visual analog scale      
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  A 
  Accountable Care Organizations (ACOs)  ,   

4   ,   113   
  ACEs   . See  Adverse childhood events (ACEs)  
  ACOs   . See  Accountable Care Organizations 

(ACOs)  
  Adult integrated complex case management  , 

  80–87  
 ACOs/care delivery systems  ,   80  
 bidirectional communication  ,   95  
 ICM-CAG    (see  ICM-CAG-based 

integrated case management )  
 inactive status  ,   97  
 organizational program-based 

requirements  ,   79  
 ROM  ,   94   ,   95   
 self-management skills  ,   94  
 traditional case management  ,   94  
 value-added case management assistance 

techniques  ,   79   
  Adult ICM-CAG item anchor point actions  , 

  301–312   
  Adult Record for Outcome Measurement 

(ROM)  ,   321–323   
  Adverse childhood events (ACEs)  ,   61   
  Assist and support personnel competency map  , 

  14   ,   16    
  Assist-and-support services 

 approving and disapproving delivery  ,   123   
 case/care managers  ,   123  
 complex case management  ,   125  
 core-value-enhancing ICM practices  ,   123    
 high-intensity case managers  ,   124   ,   125  
 low-intensity managers  ,   124  
 medium-intensity care managers  ,   124     

 B 
  Behavioral case management  ,   18   
  BH conditions treatment  ,   36   
  BH high intensity assistance and support 

programs  ,   22–25     
  BH services  ,   57   
  Biological domain  ,   135       

 C 
  Care coordination  ,   146–148     
  Care plan development 

 access to Care  ,   133  
 clinimetrics  ,   132  
 color-coded complexity grid  ,   134  
 complexity assessment grid  ,   131   ,   132   
 ICM-CAG assessments    (see  ICM-CAG )  
 mental health history  ,   133  
 non-clinical barriers  ,   133   

  Care plan development sheet (CD)  ,   259–261   
  Case management center of excellence 

 administrative teams  ,   218  
 care coordination  ,   218   ,   223  
 CEO  ,   214  
 challenging group  ,   225  
 contract arrangements  ,   225  
 fee-for-service  ,   215  
 fi nancial independence  ,   223  
 fi nancial staff person  ,   219  
 fi xed global budget  ,   222  
 global contracts  ,   215  
 health and fi nancial facts  ,   218  
 health outcomes  ,   227  
 incorporate activities  ,   220  
 leadership meeting  ,   222  

                         Index 
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 Case management center of excellence ( cont. ) 
 pediatric chronic medical conditions  ,   219  
 population-based global contracts  ,   227  
 post-acute care  ,   220   ,   224  
 responsibility  ,   218   ,   219   ,   221  
 social services  ,   218  
 social workers  ,   226  
 total health and cost outcomes  ,   224  
 value-added services  ,   221   

  Case management process  ,   10   
  Case management Standards of Practice 2010  ,   10   
  CCM   . See  Chronic care model (CCM)  
  Center of Excellence on Quality of Care 

Measures for Children with 
Complex Needs (COE4CCN)  ,   53   

  Chief executive offi cer (CEO)  ,   214   
  Children with special healthcare needs 

(CSHCNs)  ,   52   ,   53   ,   148     
  Chronic care model (CCM)  ,   65   
  Chronic medical condition  ,   91   
  Clinic-based chronic disease management  ,   215   
  Clinimetrics  ,   132   
  COE4CCN classifi cation system  ,   57   
  Collaborative care  ,   39   
  Complex case management programs  ,   21   
  Complexity assessment and case management  , 

  87–90      
  Complexity assessments for clinicians with 

patients in case management  , 
  315–317   

  Complexity assessments for clinicians with 
youth in case management  , 
  293–295   

  Complexity assessments for persons entering 
case management  ,   313–314   

  Complexity assessments for youth and 
families  ,   289–291   

  Core ICM practices  ,   325   
  Core ICM principles  ,   323   
  Cross-disciplinary services  ,   37–39     
  CSHCNs   . See  Children with special healthcare 

needs (CSHCNs)    

 D 
  Deep-dive fi nancial analysis 

 care coordination  ,   217  
 fee-for-service  ,   216  
 fi nancial staff  ,   217  
 healthcare marketplace  ,   215  
 health complexity  ,   216  
 health and cost outcomes  ,   217  
 leadership  ,   216  
 reimbursement rates  ,   216  

 social workers  ,   217  
 total healthcare  ,   217   

  Disability management  ,   18   
  Disease management  ,   18     

 H 
  Health care support services 

 clinical barriers  ,   6  
 nonclinical barriers  ,   5   

  Health complexity 
 BH illness  ,   40  
 behavioral health conditions  ,   35   ,   36  
 bio/psycho  ,   29  
 case and care  ,   30  
  vs.  case triggering  ,   32   
 CAG  ,   29  
 case study  ,   33   ,   35  
 in children/youth 

 BH problems  ,   52  
 care integration  ,   51   ,   52  
 case study  ,   58–59    
 CCM  ,   65  
 COE4CCN  ,   53  
 cognitive and BH conditions  ,   66  
 complex chronic disease  ,   53  
 CSHCN  ,   52   ,   53  
 healthcare utilization  ,   56–58    
 ICD-9 conditions  ,   53  
 ICM-based complexity  ,   56  
 medicaid BH utilization and 

expenditures  ,   57  
 non-complex chronic disease  ,   53  
 PCMH  ,   54   ,   56   ,   65    
 quality of life  ,   56–58    
 “standard care”  ,   56  

 defi nition  ,   29  
 depression effect  ,   41  
 interaction of medical  ,   35   ,   36  
 medical/psychiatric  ,   29  
 nonclinical factors  ,   30   

  Health system domain  ,   138–139      
  High intensity assistance and support  ,   12   ,   20   ,   22     

 I 
  ICCM   . See  Integrated complex case 

management (ICCM)  
  ICM   . See  Integrated case management (ICM)  
  ICM-based adult health complexity  ,   56   
  ICM-CAG Assessment Story  ,   247–251   
  ICM-CAG-based integrated case management 

 adult training program  ,   85   ,   86  
 anchor points  ,   87  
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 BH barriers  ,   81  
 choosing and training  ,   83   
 cross-platform accountability  ,   81  
 health professional education and 

experience  ,   83–85   
 longitudinal application  ,   80  
 organizational program-based features  , 

  80   ,   81  
 personal and functional goals  ,   91  
 real-time-measured health outcomes  ,   89  
 somatization disorder  ,   92  
 vulnerability  ,   89   

  Inpatient integrated case management   . 
See  Integrated case management 
(ICM)  

  Integrated case management (ICM)  ,   80–87   , 
  127   ,   128  

 adult training  ,   85–87   
 algorithmic triage strategies  ,   231–233  
 assist-and-support services  ,   121   ,   123–125     
 BH assistance  ,   85  
 biological domain  ,   135    
 building organizational health complexity 

programs  ,   207–209      
 business case  ,   207   
 CAG    (see  ICM-CAG-based integrated case 

management )  
 care transition  ,   122  
 case study  ,   7   ,   8   
 choosing and training  ,   83   
 chronic illnesses  ,   122  
 chronic medical conditions  ,   203    
 clinical and functional goals  ,   139  
 comorbid conditions  ,   200  
 delivery system  ,   205   ,   206  
 direct and indirect case managers  ,   126   
 fragmentation  ,   200  
 healthcare purchasers  ,   209   ,   210   
 health plans  ,   210    
 health system domain  ,   138–139     
 longitudinal component  ,   81  
 management process and patient 

graduation  ,   139–141     
 medical and behavioral healthcare delivery  , 

  201–203     
 medical and behavioral health issues  ,   81  
 Medical Directors  ,   128–129   
 medium-intensity case managers  ,   126  
 nonintegrated delivery system  ,   203–205     
 organizational clinical services  ,   206   
 psychological domain  ,   136–137     
 social domain  ,   137     
 supporting systemwide integrated services  , 

  209–211    

 traditional case management models  ,   200  
 treating physicians  ,   127   ,   128  
 value-added complex case managers  ,   127  
 value-added program development  ,   202     

  Integrated case management-complexity 
assessment grid (ICM-CAG)  ,   24   ,   30    

 biological domain  ,   237–238   
 color-coded  ,   131  
 health system domain  ,   239–242   
 and Medical Director  ,   129     

( see also   Care plan development )  
 psychological domain  ,   238   ,   239  
 scoring items  ,   235–237   
 social domain  ,   240   

  Integrated complex case management (ICCM)  , 
  6   ,   25   ,   45   ,   46     

  Integrated high intensity assistance and 
support  ,   13   

  Integrated physical and BH complex case 
management  ,   42–44    

  Intensity-based health-related assistance and 
support programs  ,   13   

  INTERMED approach  ,   33   
  INTERMED-complexity assessment grid 

(CAG)  ,   29     

 L 
  Low intensity assistance and support 

programs  ,   12   ,   17–18      

 M 
  Measurement of progress 

 goals, actions, and outcomes (“MP3”)  , 
  261–263   

  Medical and BH comorbidity’s effect 
 BH illness  ,   40  
 children/youth, chronic conditions  ,   42  
 collaborative care  ,   39   

  Medical case management  ,   18   
  Medicare Shared Savings Programs (MSSP)  ,   25   
  Medium intensity assist and support programs  , 

  18–20      

       N 
  Notifi cation letter to patient’s clinician(s)  ,   297      

 O 
  Outpatient integrated case management   . 

See  Integrated case management 
(ICM)    
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  Patient-centered care  ,   5   
  Patient-centered medical home (PCMH)  ,   51   
  Patient health care assistance and support 

 care management  ,   9  
 case management  ,   9  
 lay health coaching  ,   9  
 UM  ,   10   ,   11  
 wellness counseling  ,   9   

  Patient Protection and Affordable Care Act 
(ACA)  ,   3   

  Pediatric ICM-CAG 
 anchor point actions  ,   275–288  
 biological domain  ,   266–268   
 family/social domain  ,   270–272   
 health system domain  ,   273–274   
 psychological domain  ,   268–270   
 scoring items  ,   265–266  
 variables  ,   265   

  Pediatric integrated complex case management 
(PICM)  ,   65  

 ACO  ,   113  
 advantages  ,   111  
 CAG  ,   106   ,   109   
 care plan developments  ,   112  
 child/youth 

 clinicians  ,   110  
 family unit  ,   100  

 choosing and training  ,   103    
 comorbid and complex conditions  ,   113  
 comprehensive assessment  ,   112  
 diagnostic clinical evaluation  ,   110  
 document care plan (CD)  ,   116  
 dysarthria  ,   101  
 high quality and well-functioning 

program  ,   115  
 manager–practitioner team  ,   104   
 measurement of progress  ,   116   ,   118   
 multidomain complexity  ,   99  
 organizational program-based features  , 

  100   ,   101   
 patient assistance procedures  ,   109  
 pediatric training and experience  ,   105   ,   106   
 social and health system  ,   119  
 spastic diplegic cerebral palsy (CP)  ,   101   

  Pediatrics and integrated case management   . 
See  Physicians and integrated case 
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  Pediatric record for outcome measurement 
(ROM)  ,   263–265   

  Physical and behavioral health conditions  ,   
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 illness interactions and social context  ,   64   
 medical and psychological interaction  ,   59   ,   60  
 PICM care    (see  PICM care process )  
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  Physicians and integrated case management 
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 care process 

 care plan measurement  ,   67   ,   68  
 clinical outcomes  ,   69  
 family and community engagement  ,   73   
 functional outcome  ,   70  
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 progress measurement  ,   69  
 record of outcome measurement  ,   71    
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 economic outcomes  ,   228  
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